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SYMPOSIUM 





PRYCHOLOGISTS IN ADMINISTRATION 


INTRODUCTION* 
W. J. HUMBER 


Humber, Mundie & McClary 
Milwaukee, Wisconsin 


This symposium, sponsored jointly by the Conference of Chief Psychologists in 
State Mental Health Programs and by the Committee on Professional Practices of 
Division 12 of the American Psychological Association, is concerned with the prob- 
lems, opportunities and preparation of psychologists in various kinds of administra- 
tive positions. We are going to be concerned in this discussion with a very practical 
and immediate problem which confronts psychologists functioning in various posi- 
tions of psychological leadership. The problem concerns the need for developing an 
effective group of psychologists who will be able by reason of training, interest and 
temperament to successfully administer the various psychological programs for 
which we as a profession are responsible. You are all of course aware of the unpre- 
cedented demands for psychological services being made upon our profession by our 
respective communities. Accompanying this demand is an iimmediate need for 
developing psychologists who will be able to manage and direct these programs which 
may involve skills and attitudes on the part of the administering psychologist which 
are not necessarily part of the psychologist’s bag of tricks. 

Not too much has been written on this subject. Carter“), in one of the very few 
articles wrote: 

“there is need, particularly during this period of rapid growth in mental health programs, for 
psychologists to assume positions of professional responsibility and leadership. One of the most 
difficult tasks of those responsible for administering mental health programs is to find such people 
among the mental health disciplines, including psychology. In the face of overwhelming demand, 
available funds sometimes go begging, public need and expectancy of mental health services are 
not met, and opportunities for program development are lost, or worse still, set back sometimes 
for years until an abortive effort is forgotten—all for lack of real leadership and someone com- 
petent to plan, to organize, to coordinate, to integrate, and to supervise a program of service.” 


Beginning in 1952, and in subsequent years, the Conference of Chief State Psycholo- 
gists in State Mental Health Programs has pointed out in its recommendations to 
the Education and Training Board of the American Psychological Association and 
to the National Institute of Mental Health, the increasing professional responsibility 
of psychologists in administering and supervising programs which justify training 
at the graduate and post-graduate levels of education. 

If there is an increasing need for psychologists who are prepared by aptitude, 
training and temperament for administrative and management responsibilities, 
then our profession will recognize the problem and attend to it in appropriate fashion. 
It is the purpose of this seminar to focus the attention of the profession on this 
problem and to stimulate thought and action concerning it. 

We probably should keep in mind from the beginning something we already 
know; namely that developing administrative leadership is not solely a matter of 
training. Interest and motivation are also involved. Not all professional people want 
to become administrators. Older professions than psychology have discovered this 
before us and sometimes lay administrators have been imported to do the job of 
managing programs which technical people do not care enough about administering 
themselves. And this lack of interest in administrative responsibilities is not surpris- 
ing because the professional person has spent many years developing particular 


*Chairman’s Introduction to a Symposium on Problems, Opportunities, and Preparation of 
Psychologists for Various Kinds of Administrative Positions, American Psychological iation, 
Washington, D. C., August 29, 1958. 
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skills and attitudes appropriate to a particular role and it is not always desirable or 
comfortable to shift to another role involving new self-concepts and different respons- 
ibilities. People primarily interested in the profession of psychology choose this field 
as something in which they wish to be deeply involved and they are naturally re- 
luctant to shift to an area of responsibility which will probably remove them from 
immediate participation in the area of their original interest. 

Father O’Donnell, President of Marquette University, recently discussed his 
longing for the classroom and for the area of service which had prompted him to 
become a teacher in the first place. He reminded me of the story which is told of 
President Elliott on the occasion of the celebration of his retirement as President of 
Harvard University. A newspaper reporter sensing a story asked President Elliott 
on that occasion if he had any comment to make concerning his years as President of 
Harvard. Dr. Elliott is purported to have replied, “I look back upon my administra- 
tion as President of Harvard as 25 years of sheer boredom.”’ I am sure others in 
administrative positions have sometimes expressed similar attitudes. 

In this symposium we hope to sharpen our understanding of this problem by 
sharing some of the experiences and thoughts of psychologists functioning in various 
administrative posts. We also hope that we can come up with some suggestions on 
ways of training psychologists in a manner which will improve their functioning in 
administrative roles. 

It has been suggested that we might in the beginning clarify the semantics of 
this discussion. By administration we are referring to psychologists functioning as 
administrators. We are not primarily concerned in this discussion with the general 
concepts of administration except as they are also basic considerations for the train- 
ing of psychologists as management trainees. When we speak of administration we 
are thinking more. of line responsibilities than of staff functions. By line activities 
we mean those functions for which the psychologists and his staff have a direct 
responsibility. Such a person is usually responsible for supervising a group of people, 
for training and developing these people and for accomplishing particular objectives 
in association with these people. We are not primarily concerned at this time with 
the staff person who functions in an advisory capacity as a consultant or as a counsel- 
or to the man or the men who are in the line of supervision and who are finally 
responsible for the program. It may be noted that psychologists have already 
established a solid reputation as staff men and as consultants. The record is replete 
with examples of outstanding psychological consultants who have made substantial 
contributions to various programs by their recommendations and evaluative pro- 
cedures. And this is not surprising because a consultant is often a teacher and a guide 
and this is consistent with our professional preparation and our concepts of our own 
roles. 

We might also note when we are defining terms that the administrator is not 
exclusively a person who supervises. He also is supervised. He is responsible to his 
superiors and he must justify his program to them. Similarly he has responsibilities 
to his peers and to other professions and agencies in the community. It has been 
estimated that up to half the time of a clinical psychologist in a community clinic 
may be devoted exclusively to community relationships. Let us keep in mind then 
that the administrator has communication relationships in three directions, to sub- 
ordinates, to superiors, and to his associates. 

In order that our discussion may reflect the experiences of men functioning in a 
variety of administrative roles we are pleased to have represented on the panel 
psychologists from a psychiatric hospital setting, a community mental health 
agency, a state mental health program, a university administrative position and the 
industrial and business community. 


REFERENCES 


1, Carrer, Jerry W., Jn. The training needs of psychologists in community mental health pro- 
grams at state and local levels. In Strother, Charles R. (Ed.), Psychology and Mental Health. 
Washington, D. C.: American Psychological Association, 1956, pp. 21-40. 





THE PSYCHOLOGIST AS ADMINISTRATOR* 
NICHOLAS HOBBS 
George Peabody College for Teachers 


One of the most charming and inspiring of the lives chronicled in the History of 
Psychology in Autobiography is that contributed by Dean Carl Emil Seashore. As 
you know, Professor Seashore had a distinguished career both as an administrator 
and as a scientist. He was Dean of the Graduate College at lowa for twenty-two 
years, working successfully, and I gather amicably, under five presidents. Although 
Seashore’s contributions to the science of psychology were substantial enough to 
justify and even reflect honor upon any aberrant enterprise he might undertake, in- 
cluding a deanship, he still felt constrained to apologize for his apparently joyous 
adventure into administration. He writes: ‘‘I have had to justify and defend myself 
before my psychological confreres for leaving the paths of pure research and going 
into administrative work. My primary defense has been that administration of this 
kind is in large part a form of applied psychology: that scientific training in psycho- 
logy is perhaps the best preparation for this kind of job.”’ 

Dean Seashore’s thesis is an appealing one even though it may seem to be more 
a reflection of his enthusiasm for psychology than evidence concerning the proper 
curriculum for the training of psychological: administrators. Research on this prob- 
lem is non-existent. In the absence of research, we must think of our symposium 
today as an hypothesis generating operation, profitable only if it encourages some 
systematic inquiry. In preparation for this hypothesis hunt, I have done two things. 
First, I have reviewed the literature on leadership and supervision in industry and 
the military, where substantial research has been done. Second, I have tried to make 
explicit some of the convictions that I have developed in sixteen years of administra- 
tion of various kinds of psychological organizations. In calling on experience, 
maturely reflected upon I hope, I am asking you to free me from the restraints of 
proof and allow me the luxury of uninhibited speculation. 

I come up with nine ideas about the psychologist as administrator. These might 
be thought of as nine critical requirements for administrative roles in psychology. I 
shall state each of these and speculate on what there is or might be in the training of 
the psychologist that either aids or handicaps him in fulfilling the expectations em- 
bodied in the nine critical requirements. But since I feel quite tentative about these 
ideas, I am going to hedge a bit and label them “‘notions”’. 


Notion number one. The psychologist as administrator has a distinctive role and 
his effectiveness is diminished when he permits or promotes ambiguity in his role. 
This is a fairly obvious statement yet one that is required by popular misconceptions 
of democracy in administration, of group-centered leadership, and of the nature of 
administrative responsibility. Industrial research has shown that the supervisor who 
tries to obscure role differences, to become ‘‘one of the boys’’, demoralizes the group, 
decreases production, and makes it necessary for the group to discover another leader 
in whom it can invest distinctive role functions. The psychologist’s training in social 
psychology and in psychotherapy should make him sensitive to the importance of 
clarity in role definition, yet these very disciplines have contributed to the psycholo- 
gist’s uncertainty in leadership situations. To escape the self-accusation that he is 
an autocratic leader, an authoritarian personality, a directing and manipulating 
person, or some other stylish bete noir, the psychologist may flee into ambiguity, 
deny role differences, and create confusion and anxiety in the group he is supposed to 
lead. This is not to argue for status differences, which are more or less inevitable 


*Presented at the Annual Convention of the American Psychological Association in Washington, 
D. C., August 29, 1958, in the Symposium: Problems, Opportunities, and Preparation of Psychologists 
for Various Kinds of Administrative Positions, sponsored by the Committee on Professional Practices 
of Division 12 of the Association and by the Conference of Chief Psychologists in State Mental Health 
Programs. 





238 NICHOLAS HOBBS 


anyway, but for a clear recognition and acceptance of unique and ultimately un- 
sharable responsibilities of the administrator’s role. 


Notion number two. Successful administration requires technical skills. This is 
perhaps a minor point but one often overlooked and one about which something can 
easily be done in the training of a psychologist. We often make administrators of 
people who have the ability to do research, or the ability to teach or sometimes just 
the ability to grow older. We then expect them to have the numerous minor but 
useful skills that make for efficiency in administration. In our program for the train- 
ing of psychologists for the schools at Peabody, we are giving instruction in the 
management of an office, in the use of office machines, in budget making, in record 
keeping, and in supervision. This experience will not make a good school psychologist 
but it might make a good school psychologist a better one. The psychologist so 
trained at least should be able to handle efficiently some of the administrative res- 
ponsibilities of his job. While seeking efficiency, the administrator should warn 
himself that when he turns first to his paper work in order to turn later to his big 
problems, he is lost. The person who gets his primary satisfactions in a clean desk 
should get out of administration. 


Notion number three. The administrator can relate effectively to a limited num- 
ber of people and he attenuates his influence when he exceeds his capacity for close 
relationships with his colleagues. Successful administration is certainly more than 
managing, planning, encouraging, and so on. It is an intensely personal affair in- 
volving deep understandings, respect, sensitivity to nuances of feeling, ability to 
tolerate ambiguity during a process of problem solving, and ability to commit oneself 
to others as well as to receive their commitment. The experience of psychotherapy, 
both as client and as therapist, suggests the level of feeling and of sensitivity in- 
volved even though the purposes of therapy and administration are quite different. 
While I can maintain cordial and spontaneous relationships with a relatively large 
number of colleagues, I find that I can establish a truly effective relationship, ex- 
pressive of my highest aspirations as an administrator, with only four or five people, 
and even these relationships suffer when I get the notion that I want to be a scholar 
or a researcher or when I find myself spending more time on airplanes than in my 
office and theirs, 


Notion number four. The administrator must have a stronger identification with 
the people in his administrative group than with his next higher echelon of adminis- 
tration, and he must appoint to responsible positions under him leaders who will 
identify more with their own group than they do with him. This somewhat lengthy 
statement describes the loyalty paradox in administration. Numerous studies in 
industry have shown that supervisors who are “‘management oriented” are less pro- 
ductive than those who are ‘‘worker oriented”. Of course the temptation of the 
administrator is to demand loyalty upward, not downward. Upward loyalty makes 
for peace and harmony but also for conformity, lack of initiative, the stifling of 
ideas, and boredom. That there must be some balance of loyalties is obvious. Long 
range goals should be shared by all participants in an enterprise, but in day-by-day 
decision making a heavy measure of downward loyalty is essential for a healthy 
endeavor. 


Notion number five. The effective administrator helps his group identify and 
adhere to long range objectives. Programs with clear-cut and stable objectives gain 
immeasurable advantage over programs with a higher component of expediency. 
Nowhere has this been more evident than in the military. Here psychologists have 
succeeded admirably usually because they know what they want todo. The effective 
administrator sustains his group through periods of negative reinforcement, which 
are often more or less randomly organized with reference to the group’s purposes, 
confident that in a situation where objectives are confused or shifting, periodic posi- 
tive reinforcement is bound to come to the group that sticks to its purposes. A major 
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responsibility of the leader is to help a group develop and hold clear an acceptable 
and challenging image of itself. Psychology departments with a clear and enduring 
self-image are more likely to prosper than those that undergo periodic transforma- 
tions. There are departments of psychology that were clinical departments after 
Boulder, community mental health departments after Palo Alto, educational psy- 
chology departments after Sputnik I, and, predictably, will soon be something else, 
as yet unlabeled, depending on what winds blow at Miami in December. My con- 
viction is that these departments grow progressively weaker over the years. The 
research training that we give psychologists should help in this requirement for an 
administrative role, if we can hope for some transfer from what appears to be at least 
a reasonably analogous situation. Is not the most effective research man the one who 
has some long range conception of where he wants to go, guided by some general 
theoretical scheme, who is willing, to be sure, to work then at a molecular level but 
within a larger framework? Are not our least valuable research people those who 
bounce upon the latest gimmick, the latest scale, the latest machine to find out how 
college sophomores from different socio-economic levels differ from each other? 


Notion number siz. The effective administrator is one who makes a continuing 
investment in the evaluation of what is being done. This notion is platitudinous but 
only because it represents a frequently endorsed belief that seldom affects behavior. 
Here the training of the psychologist bears directly on his work as an administrator. 
Validation is a central concept to almost all the endeavors of the psychologist—as 
diagnostician, therapist, researcher. In administration, the main problem for the 
psychologist is not to get convinced of the importance of evaluation but to discover 
meaningful procedures for doing so. 


Notion number seven. As psychologists move into more and more important 
administrative positions, they increasingly find themselves confronted with decisions 
for which their scientific and professional training has done little to prepare them. 
In fact, the intensity of graduate training in any science today may actually handi- 
cap a person when he has to make decisions affecting public policy, involving major 
social issues, or demanding an awareness of the philosophical bases for one’s actions. 
We might well be warned by the examples of physicists and other scientists who 
earlier came to enjoy high public prestige and forthwith made fools of themselves as 
self-appointed authorities on sundry religious, social, educational, and philosophical 
issues. In the past two decades psychologists have moved into the same public arena 
as the physicists. Psychologists are representatives of the newest of the power 
sciences. They are no longer asked simply whether or not parents should spank their 
children; they are asked how the United States should approach the problem of 
world disarmament. Psychological practice today, even for the psychologist who re- 
gards himself as a laboratory scientist, often involves moral issues seldom discussed 
in graduate training programs. Scientific detachment gives no license for social ir- 
responsibility. Whose peace does the psychologist work for? Does he work for the 
formula of the week of the Secretary of State simply because he happens to work for 
him? Does he espouse Kennan? Or is he even capable of making such distinctions 
on rational grounds? For whom does the psychologist do research, and on what 
problems? Does he sometimes simply work for the person who asks him first or is 
willing to pay him most? After World War II a group of psychologists accepted a 
contract with an airline to advise them on the firing of some excess pilots. Would the 
group have accepted a contract with the airlines pilots’ association if it had offered 
twice as much to see how these pilots might have been kept on the job? I don’t recall 
this question being discussed, nor are such questions discussed in graduate seminars. 
Although Kenneth Clark’s data show that the psychologists who have contributed 
most to the science of psychology had undergraduate majors in psychology, we at 
Peabody, in the selection of students, are giving preference to candidates who have 
had a broad liberal education and often very little undergraduate psychology. We 
are not sure that an undergraduate liberal arts program makes people as wise as 
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psychologists have to be today, but we are sure that graduate education contributes 
little to such wisdom. 


Notions number eight and nine. The final two notions go together. They con- 
stitute for me the most exacting, the most exciting, and the most powerful ideas 
about the character of effective administration. They are notions, I believe, which 
can find expression as an extension of much that is taught in graduate schools today. 
They are also notions that express the genius of a discipline that has chosen to be 
both a science and a profession. 


Notion eight, reflecting ideas that are evident in contemporary theories of 
learning, personality, and psychotherapy, maintains that the individual operates 
most effectively, most creatively, most spontaneously, most persistently, in a situa- 
tion in which he feels himself understood, accepted, and sustained. Concepts from 
many different sources find a common denominator in this vital dimension of ad- 
ministration. The promotion of what Maslow would call growth motivation, Rogers 
would call enhancement of self, Rotter would call freedom of movement, Kelly would 
call freedom to reconstrue the situation, this is the most demanding task of the ad- 
ministrator. His most challenging job is to help a group create a climate in which 
each participant feels himself free to realize his own potential, to achieve autonomy, 
to dare to think otherwise, to change, to be most fully himself. 


Notion nine, however, presents something of a contradiction. It explicitly notes 
that the administrator is not a therapist, however much he may draw upon therapy- 
derived concepts in his administrative behavior. Likert has demonstrated that 
groups characterized by good feeling and high morale are not necessarily the most 
productive groups. It is possible for an administrator to create a group climate in 
which individuals anesthetize each other with acceptance, warm each other with 
wooly good feeling, love each other thoroughly—and never get anything done. The 
effective administrator then must help a group create expectancies of excellence. If 
his group is to be most productive, he must create a high level of expectation in an 
atmosphere of security and good feeling. 


Notions eight and nine combine to suggest a single criterion for effective ad- 
ministrative behavior. The effective administrator is one who is able to create a 
situation in which each individual is free enough and challenged enough constantly 
to precipitate himself into just manageable difficulty. He would then be the leader 
of a group that is constantly out of balance, that is constantly working to establish 
order while investing an appropriate amount of effort at creating intelligent con- 
fusion, at establishing disorder—a group that constantly engages in reconstructing 
itself. 

Now—looking back over these nine notions, I could not help wondering what 
Dean Seashore would have thought of them. I decided that he probably would not 
have disapproved of any of them but that he might have added a tenth, if one may 
make inferences from the character of his career. He would probably have said that 
the psychologist as administrator, regardless of his particular assignment, should 
consistently manifest in his behavior the notion that the unique function of psy- 
chology is to generate new knowledge about human behavior, including administra- 
tive behavior, and that he rises to the challenge of psychology conjoined with ad- 
ministration only when he works steadily to further this commitment. 





ADMINISTRATIVE OPPORTUNITIES FOR PSYCHOLOGISTS 
IN STATE MENTAL HEALTH PROGRAMS* 


JOHN M. MC KEE 
Alabama State Department of Health 


In his introductory remarks Dr. Humber mentioned something of the back- 
ground of this symposium—how it sprang from the needs of members of Division 12 
and the Conference of Chief Psychologists in State Mental Health Programs. I am 
speaking here chiefly on behalf of the Conference of State Chief Psychologists from 
49 states and the territories. Our Conference meets annually two days prior to APA 
with psychologists from the U. 8. Public Health Service for the purpose of sharing 
problems, exchanging information, and making suggestions relative to improvement 
of mental health programs. We have just concluded another meeting, and, as has 
been the case for past conferences, one of the topics we discussed was the duties and 
responsibilities of psychologists in mental health programs—in state hospitals, in 
community mental health clinics and at state-level departments and divisions of 
mental health. 

Administrative duties undoubtedly consume the greater proportion of the time 
of chief psychologists in state hospitals and community mental health programs. So, 
as a group, state chiefs have a personal concern with the topic under discussion. But 
we work with many psychologists in our programs who are, to varying degrees, ad- 
ministrators. They are chief psychologists in state hospitals, state schools for the 
retarded, and community mental health clinics and centers. They, too, have prob- 
lems in program administration. As state chief psychologists we are close to their 
needs and concerns, and, of course, we try to assist them. 


Rapip GrRowTH OF MENTAL HEALTH PROGRAMS 


Since the passage of the National Mental Health Act of 1946, mental health pro- 
grams have mushroomed throughout the nation. Program growth and development 
have meant a corresponding need for program administration. In detailing the 
problems, opportunities, and training needs for psychologists in the field of adminis- 
tration or management, I should like to describe how one state mental health pro- 
gram operates and the problems in administration it encounters. I am sure that the 
examples I give can be multiplied many times by other states. 

There are eight community mental health clinics and centers in Alabama’s 
public health program. When I was employed five years ago by the State Health 
Department as Director of its Division of Mental Hygiene, we did not have one 
single full-time psychologist in the entire program. We had six part-time psycholo- 
gists, who worked a total of approximately 80 hours per week. Today 18 psycholo- 
gists are working 400 hours per week. And within sight is an unparalleled growth 
that will come from a very mental health conscious state legislature. 


THE SELECTION PRocEss OF A COMMUNITY MENTAL HEALTH ADMINISTRATOR 


Naturally, with this significant program growth, more and more psychologists 
have moved into positions of administrative leadership at both state and local 
levels. But we also recognize other disciplines as having leadership potential. 

You may be interested in knowing what factors go into the selection of a clinic 
administrator in Alabama’s community mental health program. Only one clinic 
specifies a definite discipline, and in this instance it is a psychiatrist. The chief 


*Presented at the Annual Convention of the American Psychological Association in Washington, 
D. C., August 29, 1958, in the Symposium: Problems, Opportunities, and Preparation of Psychologists 
for Various Kinds of Administrative Positions, sponsored by the Committee on Professional Practices 
of Division 12 of the Association and by the Conference of Chief Psychologists in State Mental Health 
Programs. 
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selection factor, however, in our other seven clinics is purely a chance one—whoever 
gets on the scene first. He may be a psychologist or a psychiatric social worker, but 
usually the latter. Our experience has been that, generally, the social worker is more 
understanding of community organization and the need for agency cooperation and 
relationships. I believe that the social worker’s training includes some of the skills— 
certainly the knowledge of organizing and developing a community mental health 
program. They more easily fit into the structure of a public health program than do 
the clinical psychologists, chiefly because, I suspect, the psychologist is more practice 
oriented toward the limiting functions of diagnostics and psychotherapy. But, 
again, there appear to be individual differences in personality and habits of problem 
solving that either make for or against administrative capacities, and these capacities 
are not peculiar to any particular mental health profession. 

So, beyond the chance factor in administrator selection, we operate on the “‘best 
man” criterion, without regard to a professional caste system. Actually, we show no 
special favoritism toward psychologists—nor toward any other mental health pro- 
fession. Moreover, we would do our best to keep some of our people, including 
psychologists, out of administrative positions whenever we believe they are not 
suited for such duties. But selecting a program administrator on some general and 
frequently rather vague set of notions about a “best man’’ criterion is not a satis- 
factory way of building good administration in an ever-growing program. Nor do 
we subscribe to choosing one discipline over another purely on the basis of some 
arbitrary status factor. Professional identification alone, has not proven to be partic- 
ularly satisfactory. Status, of course, is a reality factor that must be recognized, 
particularly if it should be written into a state law. (For example, some states require 
psychiatrists to be program directors of community psychiatric clinics. Policy set 
down by one state’s health department permits either a psychiatrist or clinical 
psychologist to be nominal director of a clinic—to the exclusion of the social worker.) 
My point is, status factors alone may serve to keep out able administrators and, at the 
same time, put incompetents into leadership roles. Later I shall suggest several 
ways to control the status determinant, without engendering professional offense, 
through sound administrative procedure. 

Let us return to the selection process once more. Now, it is my belief that you 
can sometimes choose potentially able managers, if you are lucky, but a state pro- 
gram has the responsibility of insuring administrative success in those chosen. 
Clearly, the best insurance involves some training in administrative principles and 
skills. Perhaps the best way to approach a description of what in-service training 
and /or formal course work may be desirable is to enumerate the administrative 
duties that fall to a director of a community mental health program, realizing that 
such description of functions and problems are applicable to administrators in other 
types of mental health settings. 


ADMINISTRATIVE FUNCTIONS IN COMMUNITY MENTAL HEALTH PROGRAMS 


The common denominators of administrative procedures at both state and 
local levels of mental health programs lie in a number of distinct areas. I should 
like to describe four: planning, coordinating, organizing and controlling. The degree 
to which these management operations are carried out by psychologists depends, 
of course, upon their administrative status, i.e., depending upon whether they are 
program directors or whether any of these functions have been delegated to them. 
But one thing is definitely true: Psychologists in state-level positions consult to 
local programs in all of these areas. Let us examine these functions and enumerate 
some of the problems psychologists encounter in carrying out administrative duties. 

First, planning. No less than four distinct operations can be identified as 
planning—whether it takes the form of planning for psychological services or 
planning for broader community mental health programming. 


1. One operation is concerned with the statement of objectives and goals of the service or 
program. This statement should be clearly written and communicated, lest there be misinter- 
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pretation and misuse of the clinic’s services to the community. For example, is the primary ob- 
jective clinical services or consultation and education? Another advantage of an adequate 
statement of objectives is that it gives the administrator a frame of reference for his program. 
Besides, unclear objectives make impossible an evaluation of the program. If you’re not clear as 
to what you’re supposed to be doing, you are in no position to evaluate the job you’ve done. 


2. Policy formation is another planning operation. These are general statements, customs 
or precedents which guide and channel the thinking and action of administration. 


3. Procedure determination is a phase of planning that sets forth the exact steps for carry- 
ing out an operation or activity. 


4. A fourth phase of planning has to do with programming for special or new projects or 
undertakings. An example might occur when a clinic decides to work cooperatively with the 
juvenile court in setting up discussion groups for parents of juvenile offenders; or, when the 
clinic decides to enter into a reciprocal training agreement with the Veterans Administration to 
exchange psychology internes. A project or plan, dealing with activities to be performed and the 
timing of these activities, would go a long way in assuring that the project would be carried out 
with maximum effectiveness and minimum disruption and effort. 


The second broad area of administration is organizing. When we discuss organ- 
izing we are referring to the construction of the organization, as through an organ- 
izational chart. Organizing is the definition of job functions, the assigning of people 
and delegation of authority or duties and the arranging of facilities. 

One of the by-products of a mushrooming community mental health program is 
that a great number of program administrators are young, recent graduates in 
psychology, psychiatry, and social work. One of their chief problems is the delega- 
tion of responsibility and the authority that goes with it. A specific deterrent is the 
status needs of the manager; thus, delegation reflects more of an attitude rather than 
a set of rules. Some administrators cannot delegate even the simplest task of opening 
the mail, and because he must see his name on every outgoing letter, he fails to 
recognize that he does not actually have to write replies, that this fundamental 
undertaking can be done by others over his signature, and he can then use the time 
saved for coordinating the efforts of those to whom he has delegated greater tasks. 

Let us not underestimate status needs. Particularly are they prominent when a 
“professional junior’’ is the nominal director—such as a social worker. Our most 
successful social work administrators are those who delegate decision-making in 
significant areas to the total staff at staff conferences. Frequently there are tricky 
over-laps between professional roles and basically administrative functions. Group 
decision-making can oftentimes save the day in these instances. 

The third area of administration is coordination. This has been defined as 
“bringing people together in an organized pattern of lateral relationship for the 
accomplishment of a known objective.’”’ For community mental health programs 
this means not only internal coordination, but the coordination of many community 
agencies, groups and individuals toward a common objective. Coordination certainly 
overlaps with planning and organizational activities, but coordinating activities do 
not appear on an organizational chart. Coordination cuts across lines of responsi- 
bility and chains of command and may move outside the organization itself. It is 
important that community-wide efforts directed toward a common objective be 
coordinated. The clinic, for example, is not an island unto itself when it develops a 
procedure for agency referral, a program in the aftercare of discharged mental hos- 
pital patients, or a program of lay education. The clinic best carries out these ob- 
jectives when it coordinates its efforts with all involved. 

Control is another area of administrative function. For a program director this 
is more than supervision of the staff. It has also to do with budget preparation and 
expenditures, and it is concerned with the preparation of various types of reports, 
such as reports of field trips and agency visitations, and write-ups of clinic projects. 
Control is the feedback of personnel performances, and it serves to tell us what is 
happening to our planned operations. 

I cannot go into any detail on supervision, a most formidable topic in itself. 
But it does appear to me that psychologists frequently lack experience, not to 
mention training, in this area. The social worker expects supervision and oftentimes 
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prepares himself to do supervision. In fact, I have seen this overdone by this pro- 
fession. However, we may have something to learn from them on this score. For 
example, a recent graduate in social work usually accepts supervision easily—in fact 
requests it. Psychologists, on the other hand, are a bit on the prima donna side, yet 
could profit from supervision provided there are senior psychologists around to do 
the supervising! When supervising psychologists are not available, this need can be 
partially met by psychological consultants from universities or other clinical pro- 
grams. 

Evaluation, another control activity, is of great importance to mental health 
programming. Here the psychologist can make a cipal contribution because ob- 
jective assessment and research procedures are involved. Planning for evaluation 
and utilization of findings involves, once again, administrative skill in working with 
others and in shaping materials and resources. 


CONCLUSIONS 

Obviously, good administrators are made, not born. This supposition implies a 
need for specific training in skill development. It is my hope, and that of the Con- 
ference of State Chief Psychologists in Mental Health Programs, that the profession 
of psychology will take due note of this training need and meet it. Meanwhile, state 
mental health programs will find it necessary to prepare psychologists for administra- 
tive functions through careful selection, in-service training and consultation to 
program administrators. 


PERSONNEL PROBLEMS OF PSYCHOLOGISTS IN MENTAL 
HEALTH ADMINISTRATION* 


MILTON W. MC CULLOUGH 
Ohio Division of Mental Hygiene, Columbus, Ohio 


I should say at the outset that my contribution is intended to reflect the grass 
roots point of view toward our topic with, I’m afraid, an admixture of cracker-barrel 
philosophy about what is properly psychological work and what is not. I especially 
want to assure you in advance that the observations I shall make on problems with 
the civil service are derived from my own experience and are not at all intended to 
apply to the Federal Civil Service or even, perhaps to the majoriiy of state civil 
services. 

Only a few years ago any attempt to identify the major problem areas in state 
and local psychological service programs had to contend with the fact that there 
was little or no systematic information available about: these programs. In view of 
this state of affairs it occurred to some of us in state level administrative positions 
in mental health programs that a national conference on the subject, just before 
APA meeting time, might be a worthy venture. Quite sensibly, as it turned out, we 
sought the assistance of the psychologists of the headquarters and regional offices of 
the United States Public Health Service, and in particular those of the Community 
Services Branch of the National Institute of Mental Health to identify appropriate 
persons in the various states who might constitute the roster for such a conference. 


*This paper was presented at the Annual Convention of the American Psychological Association 
Washington, D. C., August 29, 1958, in the Symposium: Psychologists In Public Service, sponsored 
by Divisions 12 and 18 of the Association, and is published here because of its relevance to the pre- 
ceding papers making up this symposium on Psychologists In Administration. 
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We also asked them in view of their well established communications system, to 
serve as a clearing house on agenda matters and as a secretariat for the conference. 

The first conference of Chief Psychologists in State Mental Health programs was 
held in 1951 with fewer than twenty representatives; nevertheless, the tone of the 
proceedings and the expressed desire of the participants made it clear that another 
conference should be held. This annual conference has continued to meet on a year 
to year basis up to the present time. Yearly reports are issued and distributed to 
responsible agencies and individuals. The material you are about to hear is based 
in part upon these conference proceedings plus my own seven years of experience in 
a large state mental health program. I will restrict myself largely to problems grow- 
ing out of the applications of psychology in clinical and administrative settings, an 
appropriate delimitation, I believe, for this symposium. 


THE PROBLEM OF ADAPTATION 


The first problem area I would like to identify is that of adapting as unusual a 
creature as a psychologist to the culture of the government service, a culture whose 
ethos is best exemplified in the civil service. The process of gearing a laboratory 
scientist to the reality principles of the time clock and the common rule of “equal 
work, equal pay’”’ has never been easy. 

Such problems of adaptation were increased by the accelerated influx of psy- 
chologists into government work after World War II. Not until it became apparent 
that administrative psychologists were sorely needed to grapple with these problems 
were any employed in state level supervisory and administrative positions. Such 
persons quickly discovered that they lacked the knowledge of government structure 
and executive process necessary to function effectively. Moreover, they were con- 
fronted with strongly conflicting value systems, pointed up most sharply by the 
basic differences in the way they assessed the competence of psychologists and the 
way the civil service did. Nowhere was this more evident than in the two differing 
views of a college degree, and particularly a graduate degree. In the civil service, it 
seemed that the only thing less advantageous than a college diploma was two of 
them! 

The presumption that academic achievement (reflected in the college diploma) 
per se qualifies an individual for a given job is a presumption not always shared by 
the civil service. The underlying philosophy of the civil service is based on two 
propositions: (a) that the index of ability to perform beginning job A is an examina- 
tion specifically based upon the duties of job A, and (b) that the best index of ability 
to perform job B is successful performance of job A, graded just below it in difficulty. 
Academic achievement is of value secondarily, in preparing the applicant to pass an 
examination or as a substitute for part of the necessary experience requirements. 
Rarely does the civil service propose that a college degree be set up as a basic pre- 
requisite for employment. There are some states (Ohio and Massachusetts come to 
mind) which even have statutes specifically forbidding this. I have heard unofficial 
opinions which speak of degree requirements as discriminatory or “artificial” bar- 
riers, wrongfully blocking the employment or promotion of deserving persons who 
happen not to possess them. (Parenthetically, I have checked the accuracy of these 
statements with a responsible civil service officer.) It is clear to anyone acquainted 
with the degree problem in this context that about the only way to attack it is to 
equate academic achievement levels with levels of job complexity. We have to 
search for things, for example, that a third year graduate student can do which a 
second year graduate student cannot do. 

Now, as soon as we have identified these levels of skills we arrange them into a 
corresponding job hierarchy and assign the proper individuals to them. We then face 
a difficult second step. This is the task of determining how well any given employee 
has applied these skills in his work, since promotion to the next higher level pre- 
supposes this kind of job mastery. Here there are at least three methods employed. 
The first is the simple expedient of having the employee’s supervisor (or managing 





246 MILTON W. MC CULLOUGH 


officer) attest to such mastery, often through an efficiency rating scheme. The second 
is the giving of a promotional examination, and the third is submitting evidence of 
additional academic achievement which will qualify as experience. Any of these 
methods, or a combination of all of them, have been used. 

However, when we are dealing with the kinds of things clinical psychologists 
do, such as psychotherapy or integrative interpretation of a projective test battery, 
we are in deep water. If time allowed, I could cite you striking examples of the pit- 
falls in any of these three methods of assessing eligibility for promotion. One, relating 
to the method of the job examination, will have to suffice. In my home state a civil 
service examination once was given to eighty persons on provisional status for the 
purpose of either promoting them or certifying them to the positions they had al- 
ready occupied for varying periods of time. We analyzed the scores of this examina- 
tion to see if we could identify anything significantly correlated with high scoring. 
Our results showed that we could identify one thing—recency of the acquisition of 
the Ph.D. degree in psychology. It appears, therefore, that if the thing the civil 
service examination was trying to measure is something acquired chiefly from on-the- 
job experience, it was a failure, since the high scoring persons were mainly those 
who had been on-the-job the shortest length of time and had most recently com- 
pleted their academic work. This is important, since one of the distinctions civil 
service officers cite between their examinations and those given in a university is 
that theirs are more “‘practical”’. I have always assumed that this is not a back- 
handed way of saying the university’s examinations are impractical. The con- 
struction of a valid examination, in so complex an area as clinical psychological 
work, is not easy sledding. Since this is so obviously the case, it is rather surprising 
that psychologists in this specialty (test construction) themselves have not made a 
contribution of note. 

I hasten to observe at this point that most civil service commissions have 
tackled the problem in good faith. They have taken cognizance of the advice of the 
psychological profession when that advice came from responsible sources and when 
it reflected some measure of self-consistency. It is, at best, dificult to function within 
the rigid framework of civil service law, particularly when that law is often anachron- 
istic. It is also difficult to deal with a profession so new that it seems not yet able to 
fully define itself, to agree on what constitutes proper preparation for it, or to have 
received statutory licensing. Therefore, a civil service commission needs to be cir- 
cumspect about treating psychology as a thoroughly established profession. It needs 
adequate assurance that, in doing so, it would not jeopardize the very values civil 
service commissions are charged to protect. 


THE PROBLEM OF EMPHASIS 


One of the most frequent questions a state level psychological consultant is 
asked when on field visits is ‘‘What specifically is it that psychologists are supposed 
to do here? We have had questions raised about this, and we thought you might 
have it written down somewhere so that we could distribute it to the staff.” I am 
acquainted with one consultant who is inclined to answer: “I too have given thought 
to this question and must confess it has me baffled. I wonder if you could share your 
thinking on it with me in case I am asked the same question again.” 

Among professional workers of all disciplines, accusations of infringement of 
function are commonplace. Such infringement, it is said, may assume many guises. 
Psychologists are often alleged to be guilty of taking over functions already indenti- 
fied with other disciplines, such as the activities therapies, psychoanalysis, ward 
administration, case work techniques or vocational rehabilitation. They also may be 
accused of outright theft, such as vocabulary theft, concept theft, and office space 
theft. They are even said to be prone to “empire building”, an administrative device 
usually defined as gathering unto oneself more persons and equipment than are 
needed to do the job. The fact that the psychologist is suspected of being too adept 
at infringement is illustrated by the favorite joke of one hospital superintendent, 
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who defines psychologists as ‘‘a group of rather bright edgy persons who seem to feel 
they can do almost anything better than anyone else and daily set about proving it.”’ 

Within state mental health programs, various attempts are made to do some- 
thing about the infringement situation. A favorite method is the administrative 
“erackdown’’, an arbitrary action forbidding tresspassing on the domains of others. 
A second attempt is the issuance of a technical manual, a thoughtful document pre- 
pared by the ‘‘central office” delineating what were yesterday’s approved functions 
for a particular discipline, but never up to date with today’s practice. A third way 
of ‘“‘doing something”’ is doing nothing. This rather sensible approach assumes that 
time and experimentation are necessary before definition of appropriate work areas 
is advisable. For psychology, this method has a certain positive quality. It assumes 
that our science-profession is moving constantly forward into new applications and 
endeavors. It allows for invention and discovery rather than satisfaction with the 
status-quo and its attendant complacency. Indeed, falling into the trap of circum- 
scribing ourselves within a rigid “‘field’’ could be the cause of psychology’s de- 
vitalization. 

I hope you can agree with me that psychology, like electricity, is better defined 
as a force than as a body of knowledge. This force in action has its characteristic 
behavior, such as searching, examining, inquiring, and observing. The most appro- 
priate places to put this force to work will certainly vary from time to time, but I 
would assume that it should usually be engaged in the service of our great social 
institutions, such as the school, the government, the family, the military services, 
and others. Some of us are becoming dissatisfied with our attempts to ‘‘define”’ 
“school psychology’’, “‘military psychology’’, or “clinical psychology’’. Instead, we 
might ask ourselves, as scientists, such important questions as: How can psychology 
help us in educating our children, in training our soldiers, or in developing stronger 
psyches? To me, this would also imply that we could quite properly use our assessing 
and examining skills to learn more about how to foster the abilities and strengths of 


men, instead of eternally studying their sicknesses and weaknesses, a pronouncement 
that will doubtless lead you to conclude that I have joined the side which says a 
pound of constitutional strength is worth a ton of Serpasil! 


THe HARNESSING OF PsYCHOLOGICAL TALENT 


The third problem area, though obviously related to the one above, is a little 
more specific in concept. In essence, it is this. We have physically present many 
psychologists in our mental hospitals, clinics, and state offices and they are doing 
certain things. As we observe them day after day we are compelled to ask: Are the 
things they are doing those which are best adapted to their talents and skills, or are 
there other more significant things they might be doing? This insistent question 
plagues the conscience of many responsible persons. Attempts to deal with the 
question should take cognizance of some important historical facts. Back in the 
1920’s and 30’s when graduate psychologists began to leave the universities and 
enter into what is called “service work” in state and local mental health facilities, 
they were almost completely disinherited by their university colleagues. Aside from 
a few visits to the local mental hospital for the edification of his class in “abnormal” 
psychology, the university professor had minimal contact with or support for his 
hospital counterpart. 

As one would predict, this left the hospital psychologist very largely a victim 
of the culture in which he found himself. He was, even by his own admission, a 
professional person of some considerable stature and dignity. His nearest relative- 
by-training was the staff physician, so quite naturally his identity with the physician 
became pronounced. In fact, one of the few marks of distinction between the two 
was immortalized by the patient who said: ‘‘Oh, I can tell ’em apart; the psychologist 
is the one without the stethoscope.” 

Over a period of years the preoccupations of service psychologists became so 
heavily blended with those of medicine that even the vocabulary and the philosophy 
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of life became the same. Both the psychologist and the physician were mainly con- 
cerned with the things that were making men “‘sick’’. The psychologist differed from 
the physician not in attitude, therefore, but in technique. Instead of the stethoscope 
and the microscope, he used the tumbling blocks and the ink blots in searching the 
elusive ‘‘cause”’ of the patient’s “sickness”. Since he could neither operate nor 
medicate, once he had found the cause he could only kill it with words. Far from 
being a handicap, however, this limitation appears to have become a blessing. It has 
brought with it for the psychologist an opportunity instead to use his greatest talent, 
his research skill. Only by disciplined observation and measurement, and by identi- 
fication of critical personality processes will we ever know what are the strengths of 
man which will immunize him against disease. 

I believe that we have made the three-quarter turn, and that the science- 
profession of psychology is rediscovering itself. I believe there are now indications 
in the climate of psychology of our readiness to heed the admonition of the Boulder 
Conference: that psychology is basically a science and secondarily an art. There 
are many signs in the changing program philosophies of our federal and state health 
programs that the strengths of psychology, the science, are being recognized. 


PROBLEMS OF THE PsyCHOLOGIST AT WORK 


Under this heading I take the opportunity to mention several perennial items 
which appear on the agenda of the Conference of Chief Psychologists in State Mental 
Health Programs, a group I have told you about in my introduction. A list of these, 
with no effort at being inclusive, might read as follows: 

1. How can we facilitate the much needed acceleration in research activities in our state pro- 
grams? 

2. How can we better equip ourselves to offer the university and its students an acceptable 
training environment at practicum, intern, and postdoctoral levels? 
How can we see to it that our psychologists do not go stale on the job—that is, how can we 
make sure that their identity with their profession and its values, motivations, and goals can 
be assured? 
How can we contribute to the great purpose of evaluating and assessing the efforts we are 
making in the field of mental health? 
How can we maintain the status and morale so necessary for effective use of psychologists in 
our programs? 
How can we more effectively interpret our profession and its skills to the general public, 
particularly at the community level? 
How can we better communicate with members of allied and other professions in the interest 
of insuring a co-operative and integrated attack on the major social problems ia the health 
and welfare domains? 


These problems, along with many others are discussed by our conference each year, 
and as possible suggestions and solutions emerge they are being communicated to 
those leaders in our profession whose concerns they properly represent. As a matter 
of fact, this symposium, along with an earlier one today, represents the response of 
two of our APA Divisions to a resolution our conference drafted in 1957. 








ADMINISTRATIVE ISSUES FOR THE PSYCHOLOGIST AS DIRECTOR 
OF A COMMUNITY GUIDANCE CENTER* 


JOSEPH E. BREWER 


Wichita Guidance Center 


It has been difficult to pin down the issues involved in the psychologist as ad- 
ministrator in a sufficiently general way to warrant communicating them. I suspect 
part of the difficulty is my lack of any formal study of the problems of administration 
and a consequent lack of appropriate concepts. This is frequently the case when one 
learns something on the job or plays it by ear without appropriate supervision or 
study of principles. There tends to be no need for generalization. The paucity of 
literature pertinent to this symposium indicates that I may not be alone in this state 
of ignorance. 

My experience of 12 years in the same agency seems to be sufficiently unique 
to have disqualified me on general principles from representing clinical psychologists 
in any role. It may very well be a limiting factor in formulating the problems of ad- 
ministration except as they occur in the specific setting of this one agency and com- 
munity. It is obvious that my remarks will necessarily be descriptive and speculative 
rather than systematic. 

By way of a parenthetic statement to give some generality to my comments I 
conducted a very informal survey of 10 psychologists who are or have been directors 
of community guidance centers. Their expression of areas of concern for administra- 
tors and by implication at least possible training needs are as follows. 

The most frequently cited administrative activity was relationships with the 
community. Six psychologists mentioned this. The other administrative functions 
mentioned with the number of psychologists mentioning them are: Financing and 
budgeting, 4; personnel problems, 4; relationships with Board of Directors, 3; re- 
lationships with other agencies, 3; relationships with other professions, 3; community 
organization and planning, 3; office procedures and ‘‘housekeeping’’, 3; mental health 
education, patient processing and legal aspects of psychological services each re- 
ceived one mention. 

Some of my respondents had opinions about the preparation of psychologists 
for administrative roles. Six of them felt that such training would be helpful. While 
all of these did not state it specifically, the implication was clear that training in the 
previously mentioned areas of administrative functions would be helpful to all 
clinical psychologists no matter which side of the administrative desk they sat on. 
However, two respondents seriously questioned the possibility of effective training 
for administration. The problems, settings, and personalities are always so unique 
that general preparation is really useless. Only one person reported having received 
training in administration and this as part of training for a different profession. 

The possible resources for administrative training as seen by my respondents 
were schools of business administration and social work and the literature of these 
fields. It was suggested that there be organized post-doctoral institutes or regional 
workshops. None of them could point to research or published material that they 
felt were directly pertinent to the psychologist as administrator. 

The analysis of administrative behavior by Simon®? provides some concepts 
that are useful in considering the role of the administrator. He says that the job 
of administration is ‘‘getting things done’’. The purpose of the organization pro- 
vides the principal criterion in determining what things are to be done. The ad- 
ministrator must use some process of decision making so that the numerous alterna- 


*Presented at the Annual Convention of the American Psychological Association in Washington, 
D. C., August 29, 1958, in the Symposium: Problems, Opportunities, and Preparation of Psychologists 
for Various Kinds of Administrative Positions, sponsored by the Committee on Professional Practices 
of Division 12 of the Association and by the Conference of Chief Psychologists in State Mental Health 
Programs. 
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tives are narrowed down to that one which is in fact acted out. In this decision 
process the criterion of efficiency is used to effect the choice of that alternative which 
produces the largest result for the given application of resources. 

Analyzed in terms of decision making, the administrator of a community guid- 
ance center must influence decisions of the community organizations that support 
the center: United Fund organizations, school boards, county commissioners, PTA, 
service clubs, etc. and his own staff. He must influence the decisions of a board of 
directors or perhaps an administrative unit to which he is subordinate. He must 
decide on specific courses of action to carry out his board’s general policies. He must 
devise and maintain the decision making processes within the staff organization as it 
delivers the services. 

The administrator of a community guidance center has a complex role to play. 
He is hired by a group of citizens, constituting a board of directors, to see that a 
certain type of service is provided to the community. He is answerable to them for 
how this job is done. They are in turn answerable to the community-at-large from 
which the funds for operating the center come. 

Responding to and stimulating an organized group of citizens in the satisfaction 
of certain community needs is a primary task of the administrator. This role is not 
that of teacher, therapist, diagnostician or consultant. It is a special role that has to 
be met on its own terms. Attempting to continue in the role of therapist, diagnosti- 
cian or the like can be fatal. The director must be able to formulate policies that are 
translated into terms understood by the non-professional and also that can be trans- 
lated into budget and personnel. He may have on paper only the most general state- 
ment of purposes to guide him in policy formulation, such as that in the constitution 
of the Wichita Guidance Center: ‘‘The purpose of the corporation shall be the rend- 
ering of psychological and psychiatric services to the community, including the 
promotion of public understanding of the emotional problems of all ages and groups, 
the promotion of sound mental hygiene practices, consultation with and treatment 
of individual cases with particular emphasis on the extension of services to such per- 
sons as are unable to pay for treatment, the treatment of persons who might other- 
wise become public charges, and the carrying on of research work in the problems 
associated with the various activities of the organization.” 

The administrative task is to choose from among the almost infinite number of 
specific actions that are possible under this purpose, those to be actually carried out. 
It is a long way from such a policy to actually deciding, for example, what proportion 
of psychologists, social workers and psychiatrists should be employed by the agency, 
or how large fees should be, or how many talks to PTA meetings should be made, or 
which rooms need painting. 

A crucial aspect of administration has to do with the selection of those issues of 
policy that require the decision of the board. There are many factors influencing 
this selection that have to do with interpersonal relations as well as organizational 
structure and value juagments. 

Utilizing this analysis of administrative behavior, the suggestions of the survey, 
and personal experience, it is possible to delineate four major areas of administrative 
concern that could suggest training needs. It is possible here only to suggest the 
questions, issues, skills and problems of each area. 

1. Community organization. The crucial questions to be asked here are how 

does a community define its problems and secure the means of solving them? 

What is the process of community planning and integration of diverse services 

into meaningful relationships? The fields of social work and political science 

have addressed themselves to these and similar problems. The psychologist on 
the way to administrator could learn the formal aspects of such issues from these 
fields. 

2. The description and interpretation of services. The problems here have to do 

with the accumulating of service statistics, preparing them for use by the com- 

munity, developing measures of efficiency, finding ways of communicating with 
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many segments of the community through written and oral reports. The useful- 
ness of simple nose counting and other pedestrian statistics have too often been 
ignored by the psychologist. Despite the fact that there have been few if any 
adequate evaluation studies in the field of mental! health, the director of a guid- 
ance center must make such a study each month or each year as a matter of 
course. In spite of his disclaimers because of lack of experimental controls, etc., 
he must account for services rendered and make some evaluation based on the 
accounting. 

3. Financial planning and control. The skills needed here are the translating 
of purposes into budget, preparation of budget, interpretation of costs, main- 
taining control of expenditures in relation to the budget. I’m not suggesting a 
course in bookkeeping but an appreciation of the importance of this aspect of 
administration. A crucial test of the community’s needs as they see them is how 
they will spend their money. Those elements of the community which are con- 
cerned with money, boards of directors, United Fund officers, county com- 
missioners, school boards, etc., exercise their control for the community through 
decisions on budget. The translation of budget into services and vice versa is a 
specific function of the administrator. 

4. Organization of staff. The administrative functions in the area have been 
admirably categorized by Campbell? in terms of meeting staff needs for in- 
trinsically satisfying work, professional recognition, group membership, equit- 
able financial and status rewards, adequate conditions of work. 


I find that I have little to contribute to the problem of how psychologists in fact 
get to be administrators. My own experience illustrates a most natural method—up 
from below in an organization which historically always has been administered by a 
psychologist. At present there are a number of psychologists who are pushed into or 


sucked into administrative jobs as a second choice because something ‘“‘better” is not 
available. These ‘‘accidental’’ opportunities are probably risky but they provide a 
challenge to demonstrate effective administration and when successful lead to wider 
‘“‘non-accidental”’ use of psychologists in similar roles. 

As psychologists become more visible through participation in community 
services not only as professional persons but also as citizens, they will increase the 
likelihood of community groups turning to psychologists when they seek administra- 
tors. We have no idea, as yet, how far the opportunities may extend for psychologists 
to function as administrators in the many programs using their professional skills. 
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One of the interesting paradoxes about being in an administrative or executive 
position is that we are usually asked into these positions and accept them willingly 
without fully knowing what we may be letting ourselves in for. It is only after we 
have been at these new jobs for some time and under the stretch of learning new roles, 
that we may begin to ask questions about how we took these jobs in the first place, 
especially how we allowed ourselves to slip into roles for which we were not pro- 
fessionally trained. 

In the course of looking for answers, we may become aware of any of a number 
of motives. Clearly, an administrative position has certain advantages. Usually, it 
provides status and prestige. Typically, these positions pay more. We may find it 
more to our liking to administer others rather than be administered by someone 
else. We may find a new job challenging or we may be curious as to what it involves. 
We may even like an authoritative role and the position of leadership. We may see 
opportunities for personal advancement or look to the position as a means through 
which the lot of other psychologists or the profession of psychology may be furthered. 
Some may even like an administrative position because it affords the opportunity to 
avoid what seem to be more disagreeable tasks. We may, for instance, want a change 
of pace and let somebody else do the diagnostic testing or get his hands dirty in 
research. To be sure, these are only a few of the possible motives we could mention. 

Even after accepting an administrative job, we may do so with certain reserva- 
tions. For example, we would do it only if we could at the same time keep a hand in 
the kind of professional activity for which we have been trained and enjoy. This 
could include part-time clinical work, teaching, research and writing. We might 
accept administrative jobs, furthermore, as temporary measures, feeling that as soon 
as a particular task was done, such as recruiting personnel, helping to build a staff, 
improving budgets and salaries, we shall return to our first love in the clinic, the 
classroom, the laboratory or the library. Our initial views are that these jobs are 
temporary or part-time; we might feel that we wish to engage in a period of experi- 
mentation and let it go at that. 

But, contrary to our expectations, we soon find that one thing leads to another 
and we are deeper in administration than we had originally dreamed we might be. 
I dare say that many psychologists—or social workers, physicians, teachers and 
others—have moved far afield from the activities within their profession for which 
they were prepared. In addition to such obvious virtues as making more money, 
enjoying positions of status and prestige, we may even like the job itself. What was 
earlier a challenge, an opportunity that just couldn’t be resisted, now becomes a 
regular job. We may even go a step further by taking on increasingly responsible 
executive or administrative jobs. 

Continuing along these lines, we may soon find ourselves giving up entirely 
those activities for which we had been trained. Some would say that in reality we 
don’t give up these activities, but rather continue to work toward similar goals, in a 
different role. For example, instead of doing diagnostic testing, we supervise grad- 
uate students. Luckily there are always graduate students to do routine testing. A 
similar situation may be found in research. Instead of doing this research ourselves, 
we get graduate students to do the work; we become procurers of personnel, ar- 


*Presented at the Annual Convention of the American Psychological Association in Washington, 
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rangers of budgets, worriers about money, public relations people and so on. As we 
move a step up the administrative ladder, we find ways of getting others to do our 
former work. Parkinson’s law makes abundantly clear that we can predict such 
developments. 

Obviously, our roles change. We find ourselves doing new things and our 
professional and personal identities begin to shift. We hope that there is some 
transfer from what we were trained to do—and actually have some skills in—to what 
our new jobs require. Sometimes, transfer is possible: for instance, our scientific 
training requires that before drawing conclusions we get the facts, study the several 
aspects of a problem and look at the situation in its entirety. We may move cau- 
tiously and slowly before taking action. But we also find that the spirit of scientific 
mindedness in which we were well grounded may not carry over to administrative 
problems. We may have to move quickly, to play hunches—yes, even gamble. 

In a similar vein, we may find little transfer from skills in therapy to skills in 
dealing with students, employees or colleagues. Certainly, some therapeutic atti- 
tudes are transferable—as listening, helping another person arrive at the best poss- 
ible decision for himself or creating an accepting environment in which the person 
finds himself able to express his feelings. However, the situation may be such that 
clear, authoritative action is indicated; we may have to act firmly and decisively 
using the status of our position in a way that would be inimical, generally, to accept- 
able therapeutic practice. This is not to say, of course, that therapists never act in 
similar ways. 

As we learn to accommodate ourselves to new roles we look for similarities and 
differences between previous experience and the requirements of our new tasks. 
With increasing experience, we begin to develop a body of knowledge and skills 
appropriate to the responsibilities of these roles. We may not be aware of what and 
how much we are really learning about administration as we function as admin- 
istrators. 

The one thing that has struck me in this regard is the enormous investment in 
communication required of the administrator or executive. My experiences have been 
in a large and active Department of Psychiatry in a University Hospital and Medical 
School setting. This emphasis may be a product of our particular setting and may 
be quite different from emphases presented by other members of our panel. Certain- 
ly, each of us is likely to stress some particular problem or experience in administra- 
tion as a result of our unique settings. By communication I mean those interpersonal 
processes necessary in moving toward specific goals. Because administrators are so 
strongly immersed in the process of moving toward certain goals, they are invariably 
caught up in the mainstream of communication, whatever its medium. Every ad- 
ministrator must work with other people: he must collaborate. To collaborate re- 
quires communication. Committees, planning groups, conferences, seminars, writing 
memoranda, reading memoranda, communicating with persons in and outside of 
one’s setting, are only a few examples of the countless ways in which we are engaged 
in acts of communication. 

I have learned that time for communication must be budgeted. I have also 
learned that communication is hard work, in itself. It cannot be done by merely 
tacking it on to another fulltime job, nor can we assume that because we have other 
interpersonal skills, we will be successful in all forms of communications. 

As one begins to evaluate one’s abilities in communication, one begins to find 
certain strengths and weaknesses in particular communications media. For example, 
we may find ourselves more effective in small committee meetings than in preparing 
and implementing a lengthy agenda at a formal conference. Contrariwise, we may 
find ourselves more able to write reports, to write research proposals, to write outside 
agencies for information than we may be in communications with other administra- 
tors or personnel. We may want to capitalize on particular assets in certain forms of 
communication. For instance, we may be particularly talented in exerting indirect 
influences at cocktail parties or in bull sessions and find particular propensities in 
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person to person relationships. If such is the case, then we may want to set up situa- 
tions in which these assets might be exploited. On the other hand, written com- 
munications may not be our cup of tea. 

As I see it, it is necessary that, as we would be likely to do in any kind of job, we 
evaluate our strengths and weaknesses as administrators. One of the first obligations 
here—if I am correct in my view concerning the place of communication—is to 
evaluate our skills as communicators. To be sure, our colleagues would expect that 
because we are psychologists and more or less professionally preoccupied with com- 
munication and processes of self-scrutiny, we would be unusually adept in communi- 
cation and would be quick to remedy whatever deficiencies come into view. Un- 
fortunately this is not always true. It remains to be seen whether as a group we have 
any greater abilities in the requisite skills of administration than non-psychologists. 
There probably is a considerable body of knowledge about administration which we 
can well learn. Obviously we have much to learn about communication, as a single 
topic, for example. There are many other topics in administration, some of which 
will be described by our panel, about which we have much to learn. 

| have tried to describe, in the few minutes available, two of the major problems 
I have met in moving into an administrative role (which still remains a part-time 
job). The first concerns the need to evaluate the roles into which we move and the 
second concerns the evaluation of skills in carrying out these roles. I doubt that we 
can conduct these evaluations in advance much as we could not predict—especially 
in the early stages of professional growth—that we might end up in an administra- 
tive position. Perhaps our professional training gives us an advantage in that all of 
us—-whatever our bent—are aware of the importance of evaluating strengths and 
weaknesses in whatever pursuit we may be engaged. This would seem especially 
crucial for administrators because they are under constant public scrutiny. Person- 
ally, I think it is excellent that we have such opportunities and that the fields in 


which we work will probably offer expanded opportunities. Without doubt, more 
and more of us will assume administrative and executive responsibilities. Because 
of these trends, it is of basic importance for us to look at what we are doing so that 
some of the developments apparent now will continue in a favorable direction. 
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THE CLINICAL PROBLEM 


The concept of personality integration has been widely used in clinical psychiatry, 
particularly in mental status examinations, without any exact operational definitions 
of its dimensions. It is customary in clinical psychiatry to make statements about 
personality integration based largely on clinical judgment which may vary widely in 
clinicians with different theoretical and experiential backgrounds. In contrast, 
the concept of personality integration has been studied by clinical psychologists more 
from the experimental-statistical approach with particular emphasis on the findings 
from recent factor analytic studies. Clinical psychologists have been more loath to 
make interpretive statements about personality integration because existing psycho- 
logical tests rarely yield valid measurements. In any case, the evaluation of person- 
ality integration is clinically important, and the purpose of this paper is to indicate 
operational approaches to its measurement. 


THE NATURE OF PERSONALITY INTEGRATION 


Personality integration may be regarded as (a) a dynamic psychobiologic process 
in which the organism actively strives to organize and unify all the factors in the 
behavior field of the moment, or as (b) a phenomenal attribute or trait reflecting the 
status of organization which the organism has been able to achieve. All dynamic 
psychological theories postulate a master motive or homeostatic tendency of the 
organism to organize and unify behavior as it lives with itself and copes with the 
environment. We prefer to use the term factors organizing personality integration to 
designate the fact that the organism lives in a constantly changing field of psycho- 
logical forces which it must attempt to organize or unify in some integrated pattern. 
The science of psychology as a whole is concerned with the study of all patterns of 
factors organizing personality integration, and the most valid theoretical approach 
is the one which can explain clinical data most comprehensively and dynamically. 

In terms of operational approaches, however, psychological measurement tech- 
niques can deal only with phenomenal attributes expressed as longer term personality 
traits or more specific situational responses. The underlying dynamic processes 
organizing personality integration rarely can be studied directly with existing oper- 
ational methods but must be theoretically inferred from the nature of observed be- 
haviors. Fortunately, a large number of clinical-statistical-experimental techniques 
are operationally available and capable of discriminating some of the most important 
facts which it is clinically important to know about a person. 


AN OPERATIONAL DEFINITION OF PERSONALITY INTEGRATION 

In terms of classical psychiatric usage, a personality is said to be integrated 
when (a) the psychobiological substructure is intact and functioning properly so as 
to support higher functions adequately, (b) the various deep psychobiologic drives 
or needs are satiated or adequately integrated with the prepotent motivational status 
so that the organism can cope effectively with the on-going problem-solving activity 
of meeting the environment, (c) there are no part or whole disorders which inhibit 
or interfere with on-going coping behaviors, (d) the organism thus is able to mobilize 
its resources to cope with the psychological field of the moment, and (e) it succeeds in 
achieving a more less complete and effective unification of all functions and com- 


*Expanded from paper presented at the Philadelphia convention of the American Psychiatric 
Association, April 1959. 
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peting factors. Integration, therefore, is defined as the level of organization at which 
the organism is able to mobilize all its resources with more or less maximal efficiency 
in coping with the life situation of the moment. It is not a unitary function (trait) 
but rather the global effect or cumulative result of the progressive integration of 
multiple levels of functions, each supporting and more or less determining the uni- 
fied state which is integration. 

The basic hypothesis of this paper is that the only valid objective approach to the 
study of personality integration is in terms of the various operational methods which 
are currently available for personality study. For any one person at any one time and 
place, the chief and most valid data available will consist of the results of the various 
operational approaches to personality study. We can only state that by using such 
and such operational methods we obtained such and such data which can then be 
interpreted in terms of current psychological theory. In succeeding sections we shall 
outline the operational methods whereby personality integration may be systemat- 
ically studied. 


THEORY OF PERSONALITY INTEGRATION 


Any behavior pattern reflects the resolution of a psychological field of forces in 
which some combination of prepotent factors organizes personality integration. In 
order to establish the etzological equation underlying any particular pattern of person- 
ality integration, it is necessary to assess all the internal and external factors in the 
pattern of the organism-meeting-its-environment. The concept of mental status im- 
plies a constantly changing pattern of organization of integration with the flux and 
flow of prepotent determining factors. Some organizing factors have longitudinal 
constancy, exerting more or less permanent effects, i.e., general factors reflecting con- 
stitutional predispositions, strongly acquired tendencies, etc. Perhaps more import- 
ant, however, are the more transient mental status integrations reflecting the organ- 
ismic coping with an infinite variety of specific situations having longer or shorter 
temporal duration. 

We may assume a constantly changing pattern of personality integration, from 
sleeping to waking, from illness to health, from immaturity to maturity, in the almost 
infinite number of conditions in which the organism finds itself. At first, the clinician 
may be dismayed over the possibility of ever validly studying the etiological equation 
underlying any particular behavior. However, the problem is not hopeless because 
there is available a respectable body of theory and operational methods with which 
to proceed. Assuming the master motive (homeostatic principle) that the organism 
strives to maintain the highest possible level of personality integration at all times, 
i.e., to achieve maximum unification of behavior, we may proceed with the following 
postulates well founded in clinical experience. 


I. Behavior may be integrated on many levels of structure and/or function ranging from 
lower level psychophysiological functions to the highest level psychosocial interactions. 


II. Each level of functioning acts as a necessary substratum for succeedingly higher levels. 


III. Disorders of lower level integrations must necessarily disturb higher level functions de- 
pendent upon them. 


IV. Under certain conditions, disorders of higher level functions may radiate down to disturb 
lower level functions. 


V. Intact functioning on lower levels makes possible functionally autonomous and qualita- 
tively different functions on higher levels. 


VI. When higher level functions are proceeding autonomously and without interference from 
lower level factors, they can be understood in terms of their own units and dynamics only. 


VIII. Levels of integration are partially determined by thresholds of breakdown under pressure 
Any level of integration may break down under sufficient stress. 


IX. Different levels of integration may show different thresholds of breakdown. The break- 
down occurs at the point of least resistance to stress. 


X. An hierarchy of organizing factors exists in every person determined by the relative long- 
and short-term prepotencies of determining tendencies. 
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XI. In general, assuming that underlying no se functions are intact, personality integra- 
tion is organized to express the motivational dynamics of the organism at any moment. 


XII. Component functions have functional significance only in terms of their contribution to 
what the person is doing at the moment. 


XIII. All behaviors reflect the integrative status of the whole personality which simultaneously 
senses, perceives, learns, retains, feels, thinks and acts as a global unit. The attempt to 
deal with functions separately is a logical and semantic artifact. 


XIV. Integration may be inferred as an organismic process (person function) from the behav- 
ioral attributes of wholeness, unification and self-consistency observable in the global bio- 
social unit of the organism-meeting-its-environment. Life reflects the struggle of the organ- 
ism to maintain integration at the highest levels of tension reduction and self-expression. 


LEVELS OF BEHAVIOR INTEGRATION 


Both onto- and phylogenetically, it is possible to identify the gradual evolution 
and maturation of integrating mechanisms operating on biological, physiological, 
psychological and psychosocial levels. Integration occurs as a growth process, both 
inwardly through constitutional predispositions and maturation, and outwardly as 
the person learns to deal with the environment. Structural integrating mechanisms 
are found in the skin which acts as a bag to hold body contents, the skeletal system 
which determines morphology, the circulatory system which diffuses metabolites 
rapidly, the endocrine system which regulates growth and metabolism, the auto- 
nomic nervous system integrating vital functions, and the central nervous system 
integrating higher psychic functions. Functionally, behavior is integrated by both 
conscious and subconscious processes and mental contexts, sensation, perception, 
memory, learning, feelings and emotions, higher thought, unconscious complexes, 
ideological composition, attitudinal systems, styles of life, etc. Psychosocially, as 
Angyal points out, the biosphere consists of integrative interactions between persons 
acting out roles and social statuses. 

Fig. 1 presents a graphic outline of the various levels of factors organizing per- 
sonality integration describing the hierarchy of functions and interactions, and 
indicating the various types of psychopathology occurring at various levels of inte- 
gration (depth). If such a diagram could be projected longitudinally as per Adolf 
Meyers’ stream of life charts, it becomes possible to depict the ebb and flow of inte- 
gration levels as the person sleeps, attends to vital functions, works, plays, reproduces 
and creates, or becomes disabled. The integration chart of spinal man would be 
limited to autonomic integrations; that of a genius would show continuing high level 
integration adequately supported by subfunctions. 


A PERSONALITY INTEGRATION INDEX 


For purposes of objective assessment, personality integration may be measured 
along the three important dimensions of psychobiological level, adaptive quality and 
temporal stability. 


2. Psychobiological level. This measures the continuum from complete psychotic disinte- 
gration to the highest level of mature mental health. Essentially, we are measuring here the 
intactness of the psychobiologic mechanism, i.e., the degree to which component functions 
are integrated harmoniously to provide an adequate base for psychic functioning. 


2. Adaptive quality. Assuming that the psychobiologic mechanism is intact and mature- 
ly functioning, it is important to measure the adaptive quality of the contents or values 
about which integration is organized. Here we are measuring the level of intelligence, sophis- 
tication, insight and judgment with which the organism copes with its problems. 


3. Temporal stability. Here we are measuring the resistance to disintegration under 
stress. Integration may be poorly or strongly organized, 1.e., tentative or strong. Stability 
here does not imply inflexibility but rather the ability of the org: anism to maintain prepotent 
states of integration under stress. 


It is convenient to design ratings scales for quantifying estimates of integration. 
The degree of objectivity of such scales will depend upon the availability of quanti- 
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fiable operational standards. For example, an exact operational scale of the ability 
of pilots to maintain personality integration under combat conditions might be stated 
in terms of the number of missions served before the appearance of symptoms of 
combat fatigue. A prototypical scale is presented in Fig. 2 using a sequence of three 
digits such as 5-2-4 or 2-2-1 to give an objective profile of ratings on the three dimen- 
sions using a 5-point scale. 


Fia. 2. _THE PERSONALITY INTEGRATION INDEX 


1 2 3 4 








Psychobiological Psychotic Prepsychotic Pay cho- Immature Mature 
Level neurotic 


Adaptive Quality None Poor Average Superior Genius 


Temporal Stability Unstable Unpredictable Average Good Under Long term 
Steady Stress 





We have experimented with a large number of objective indices obtainable from 
life record and objective test performances as measures of personality integration. 
Where a person has performed under competitive auspices, as in athletics, games, 
production schedules, military service, etc., many exact objective measurements are 
operationally available. Due to the fact that clinically we need to know just how 
well a person remains integrated under specific socially-significant situations, it will 
be necessary to devise scales which have content validity for such specific sit- 
uations. 

Clinical opinion appears to support the importance of measures of insight and 
judgment as among the most valid indices of the level of integration. Insight involves 
unbiassed perception and understanding of the Self and involving a critical apprecia- 
tion of the internal field of psychological forces. Judgment involves the complex pro- 
cess of recognizing, perceiving, evaluating, appraising and weighting all pertinent 
factors in the global situation of the organism interacting with the environment, 
i.e., a measure of how well the person is able to integrate all pertinent factors necess- 
ary to coping behaviors. The standard psychiatric mental status examination re- 
quires clinical judgments concerning insight and judgment but the process has not 
been operationally analysed. In contrast, there are few psychological tests designed 
to sample insight and judgment in a wide variety of contexts. 


SUMMARY 

The level at which behavior pathology exists may be understood in terms of 
defects or disorders at any of the levels at which personality integration may be 
organized. Personality integration may be defined and diagnosed in strictly opera- 
tional terms, using an outline of the laws and conditions under which the hierarchy 
of factors organizing personality integration may be identified. The level at which 
personality integration is organized is regarded as continuously fluctuating, both 
longitudinally in the growth process of a person, and momentarily as a changing 
mental status reflects organismic efforts to cope with its needs in relation to the en- 
vironmental milieu. The important diagnostic problem is to identify the principal 
factors organizing personality integration both longitudinally and situationally. It 
is necessary both to identify factors organizing personality integration and also to 
evaluate their contribution to the etiologic formula. In terms of level of integration 
theory, some disorders exist at relatively superficial levels of personality integration 
Ww vhile others represent genuine depth processes or defects. 


1A more detailed exposition of modern integrative psychology in relation to problems of diagnosis 
is given in: THorNz, F. C. Principles of Psychological Examining. Brandon, Vt.: Journal of Clinical 
Psychology, 1955, See esp. p. 1-22. 





THE PSYCHIATRIC ATTITUDES BATTERY: A PROCEDURE FOR 
ASSESSING ATTITUDES TOWARD PSYCHIATRIC TREATMENT 
AND HOSPITALS* 


MARVIN REZNIKOFF, JOHN PAUL BRADY AND WILLIAM W. ZELLER 
Institute of Living, Hartford, Connecticut 


INTRODUCTION 


Recently there has been growing awareness that the behavior and clinical 
course of the hospitalized psychiatric patient depends greatly on the intramural 
social forces with which he interacts. Apart from the psychotherapeutic hour, many 
studies have undertaken to scrutinize the ‘‘other 23 hours’”’ and to analyze the inter- 
action and mutual influence of the patient and his social environment. These 
studies range from investigating the relationship of overt and covert patient and 
staff attitudes to specific symptoms like incontinence®? and pathological excite- 
ment"), to exhaustive studies of the beliefs, attitudes, value systems, and expecta- 
tions of patients and staff and their dynamic influence on one another in time“). 
This greater recognition of the hospital as a therapeutic force sut generis has led to 
many innovations in psychiatric hospital] treatment ranging from the prescription 
of specific attitudes that personnel should entertain toward patients to meet their un- 
conscious needs“) to the designing and utilizing of the social structure of the hospital 
itself as the main therapeutic force to bear upon the course of the patient’s illness“: ©, 
The latter approach has given rise to the concept of the hospital as a therapeutic 
community. 

The principal method of studying the attitudes of patients and personnel, and 
their contribution to the social matrix of the psychiatric hospital has been the direct 
observation of the on-going social processes themselves. For example, Stanton and 
Schwartz?) made an intensive first hand study of a disturbed female ward in a 
private hospital over a period of three years and in another study, ® the investigator 
masqueraded as a patient on a ward for two months. The advantages of such 
“participant observation”’ are obvious in terms of the richness of data collected and 
the experiencing of subtle nuances in attitudinal change. The data collected in such 
studies, however, suffer from the limitations inherent in all anecdotal material. First, 
there is no ready method for appraising the accuracy of the observations upon which 
these data are based. Secondly, these types of data are almost impossible to quantify 
for individual and group comparisons. The present research was undertaken for the 
purpose of developing objective and quantitative measures of attitudes to comple- 
ment the wealth of more subjective and experiential data that already exist. 


TEsTs 


It was decided to develop instruments calculated to elicit attitudes in three 
interrelated areas; namely, toward the psychiatric hospital, the psychiatrist, and 
psychiatric treatment. It was felt that these instruments would be of greatest value 
if they tapped both conscious and unconscious attitudes and were sufficiently brief 
to be administered in battery form. In final form, the four procedures composing 
the attitudinal battery are the Picture Attitudes Test, the Sentence Completion 
Attitudes Test, the Multiple Choice Attitudes Questionnaire, and the Souelem 
Attitude Scale. The procedures are administered in the order listed above; the 
Picture Attitudes Test, a projective test, aimed at disclosing the least conscious 
attitudes, occurring first in the battery and the other tests, dealing with progressively 
more overt attitudes, following in sequence. 


*This study was supported by a grant from the Connecticut Association for Mental Health. 
The authors wish to thank Alma Nicholas, Laura Toomey and Maxine Loveland for their assist- 
ance with various aspects of this project. 
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Picture Attitudes Test. The Picture Attitudes Test is modeled after Murray’s Thematic 
Apperception Test“. It was initially decided that three cards were necessary to tap attitudes 
toward both psychiatrists and psychiatric hospitals. These would consist of a male “Patient- 
Doctor” picture, an equivalent female “‘Patient-Doctor” picture, and a “Psychiatric Hospital” 
a. Takes preliminary sketches were drawn by a professional artist to the authors’ speci- 

cations depicting these basic situations in different ways. The sketches were carefully examined 
and the three judged most provocative were made into finished drawings by the artist, and then 
photographed and printed (see Fig. 1). 

The Patient-Doctor card appropriate to the patient’s sex is presented to the subject with the 
usual Thematic Apperception Test instructions: “‘I am going to show you a picture. I want you 
to look at it and make up a story about it. Tell me what is going on in the picture, what led up to 
it, and how it all comes out. Also tell me what the people are thinking ana feeling.””’ The sub- 
ject’s productions are recorded and the procedure is then repeated with the Psychiatric Hospital 
card. 

Sentence Completion Attitudes Test. The Sentence Completion Attitudes Test is somewhat 
more structured than the Picture Attitudes Test. It consists of 21 incomplete sentences, seven in 
each of the three attitudinal areas. As will be noted (see Fig. 2), Items 1, 4, 7, 10, 13, 16 and 19 
deal with attitudes toward psychiatric hospitals, Items 2, 5, 8, 11, 14, 17, and 20 toward psychia- 
trists, and Items 3, 6, 9, 12, 15, 18, and 21 toward psychiatric treatment. The subject reads the 
instructions printed at the top of the form and is asked to complete the 21 items in the examiner’s 
presence. 


Fic. 2. SENTENCE CoMPLETION ATTITUDES TEST 


Instructions: Below are twenty-one partly completed sentences. Read each one and finish it by 
writing the first thing that comes to your mind. Work as quickly as you can. If you cannot complete 
an item, circle the number and return to it later. 


1. Coming to a psychiatric hospital 
2. Psychiatrists are 
3. The worst thing about psychiatric treatment 
4. In a psychiatric hospit 1, a patient 
5. Seeing a psychiatrist 
After psychiatric treatment a person 
After leaving a psychiatric hospital 
Talking over problems with a psychiatrist usually 
Psychiatric treatment can 
Patients in psychiatric hospitals seldom 
Talking with his psychiatrist a patient feels 
Getting well from an emotional illness 
Getting well in psychiatric hospitals 
The treatment psychiatrists use is 
Psychiatric treatment often 
Psychiatric hospitals often 
Some psychiatrists feel 
18. Without psychiatric treatment a patient with emotional problems 
Psychiatric hospitals probably 
20. During treatment, a psychiatrist 
21. The best thing about psychiatric treatment 





Multiple Choice Attitudes Questionnaire. The third tool for assessing attitudes is the Multiple 
Choice Attitudes Questionnaire. This consists of four items in each of the three attitudinal areas. 
It will be noted (see Fig. 3) that Items 1, 4, 7, and 10 deal with attitudes toward psychiatric 
hospitals, Items 2, 5, 8, and 11 toward psychiatrists, and Items 3, 6, 9, and 12 toward psychiatric 
treatment. Of the three choices under each item, one portrays a decidedly favorable or optimistic 
attitude, one a neutral or middle-of-the-road choice, and one an unfavorable or pessimistic atti- 
tudes. The order of favorable, neutral and unfavorable attitudes is varied from item to item. 
The subject is asked to indicate his answer by placing a check next to one of the three choices. 

Souelem Attitude Scale. Souelem“®) developed a biphasic rating scale consisting of two 
equivalent forms of 36 items each. Each item is a statement about some aspect of mental hos- 
pital life with which the subject is asked to express agreement or disagreement. Souelem’s scale 
was included in the test battery in that it deals with one of the areas under present study (at- 


1The artist was Joan Gitlow. 
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titudes toward psychiatric hospitals), has been standardized by Souelem, and administered to 
several populations: 1), 

In a pilot study with a psychiatric patient group it was found that most subjects showed 
considerable involvement with the tests and completed the battery in 30 to 90 minutes. 
Fig. 3. Muntipte Cuoice ATTITUDES QUESTIONNAIRE 


The conditions in psychiatric hospitals are 
A. Better than in other types of hospitals_______ 
B. About the same as in other types of hospitals__.__ 
C. Worse than in other types of hospitals__— 








Would you consult a psychiatrist if you had emotional difficulties? 
A. Not certain_— 
a a eee, 
i ane : 

Are the methods of treatment of emotional illnesses 
A. Inferior to the methods of treating physical illness__—__»_»_ 
B. Superior to the methods of treating physical illness———__ 
C. About equal to the methods of treating physical illness__ —-___ 


The care a patient receives in a psychiatric hospital is likely to be 
ee ee ee ae 
B. Fair js 
C. Poor 
Do you think a psychiatrist would be successful in helping you with a problem you 
might have? 
A. Possibly 
B. Very unlikely__-__ 
C. Very likely = 
Psychiatric treatment is 
A. Rarely successful_—_ SSE: 
MR 
C. Sometimes successful 











When a patient leaves a psychiatric hospital he is usually 
i TN ie eo 
B. Unchanged_____ 
C. Worse : = 

Seeing a psychiatrist would be helpful to 
a a ee ee 
B. Few people— sobre 
C. Many people—__.____ 











After having psychiatric treatment most patients feel 
A. No better. eat 
B. Much better Pe ee nee 
C. Somewhat better. 





In dealing with the problem of mental illness, do you believe that psychiatric hospitals 
are 


A. Doing a good job 
B. Doing a fair job 
C. Doing a poor job 











Would you encourage a friend with an emotional problem to consult a psychiatrist? 
A. Not certain 
B. No 
C. Yes 











Do you feel that psychiatric treatment helps people with their problems? 
A. Rarely 
B. Usually ee ees 
a 
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Scoring ProcepURES 

Picture Attitudes Test Scoring. A tentative scoring system for the Picture Attitudes Test, 
covering form and content, was outlined by the authors. Three judges scored a number of the 
protocols pulled at random from the files and then c ompared ratings and discussed their difficulties 
and differences. The tentative scoring system was then revised as it proved to be inadequate in 
certain respects (responses not covered, scoring not reliably applicable, etc.). Utilizing this re- 
vised scoring procedure, the responses to the two “Patient-Doctor” cards are analyzed with 
respect to eight parameters: 

1. Identification of the situation (it will be noted that the “doctor” and “patient’’ are 
in ordinary clothes permitting the “misidentification’”’ of the situation as lawyer-client, 
employer-employee, etc.). 

2. Identification of ‘‘therapist’’ (when applicable as doctor, psychiatrist, etc.). 

3. Affective intensity (amount of feeling projected into story). 

4. Formal characteristics of the story (completeness, coherence, consistency, etc.). 

5. Emotional tone of “therapeutic situation’’ (pleasurable, neutral, unpleasurable, or 
ambivalent). 

6. Perception of “patient’s” role (active, passive, or both). 

7. Perception of “psychiatrist” (helpful, threatening, punishing, etc.). 
8. Outcome of ‘therapeutic situation’”’ (favorable, neutral, unfavorable). 


The subject’s response to the “Psychiatric Hospital’’ card is analyzed on the basis of four 
parameters: 
1. Identification of the situation (hospital, nurses’ home, insurance building, etc.). 
2. Identification of ‘hospital’ (mental hospital, nursing home, etc.). 
3. Perception of “hospital” situation (hopeful, comfortable, threatening, etc.). 
4. Outcome of “hospitalization” (favorable, neutral, or unfavorable). 


Sentence Completion Attitudes Test Scoring. Initially three judges scored a number of sentence 
completion protocols in the three attitudinal areas. Selected items were also evaluated specifically 
for expectation of improvement. Agreement was sufficient in a number of cases to promise ulti- 
mate reliability, but considerable disagreement was apparent on some items. Scoring criteria 
were made more specific and inclusive by examining fifty protocols, formulating general scoring 


principles for each item, and listing several examples for each numerical score for each item. This 
constitutes the Sentence C ompletion Attitudes Test scoring manual. 
Using the criteria in this manual each re ones by the subject is scored as reflecting a positive 


neutral or negative attitude in the corresponding attitudinal area. A positive attitude is assigned 
a numerical value of 1, a neutral (or ambivalent) attitude 2, and a negative attitude a value of 3. 
Thus, it is possible to calculate a total score in each of the three attitudinal areas as well as a 
combined overall score, with low scores indicating positive attitudes, and higher scores reflecting 
increasingly negative attitudes. 

In addition, six of the treatment items (3, 6, 9, 12, 15, and 21) are scored a second time with 
regard to the expectation of improvement they reflect. The same numerical system is used, the 
sum of the scores for the six items yielding an ‘‘outcome”’ score. 

Multiple Choice Attitudes Questionnaire Scoring. Each choice by the subject indicates a 
favorable, neutral, or unfavorable attitude. As in the Sentence Completion Attitudes Test, a 
favorable attitude is assigned a numerical value of 1, a neutral attitude 2, and an unfavorable 
attitude a value of 3. Here too, this makes it possible to compute a total numerical score for each 
of the three attitudinal areas as well as a combined overall score; lower scores indicating more 
positive attitudes and higher scores indicating progressively more negative attitudes. 

Souelem Attitude Scale Scoring. Souelem’s biphasic rating scale of attitudes toward mental 
hospitals is so constructed that a numerical score is readily obtainable by totaling the scale values 
assigned to each item answered “agreed.” 


RELIABILITY 

Picture Attitudes Test. The adopted scoring system for the Picture Atti- 
tudes Test was used by two raters to score 300 items selected at random but not 
including the items scored during the development of the rating procedure. Of 
this number of ratings the judges agreed on 207 (69%). An additional check of 
120 items by a third judge showed agreement with the first judge on 80 (67% 
and with the second judge on 87 (72.5%). 

One month later one of the judges rescored these 300 items with agreement 
obtained with previous scores on 241 items (80%). 

Sentence Completion Attitudes Test. Employing this scoring manual, for the 
Sentence Completion Attitudes Test, 675 new items were scored by two judges. 
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Of the 675 ratings made there was inter-rater agreement of 542 (80%). A 
check of 270 items by a third judge showed agreement with the first rater on 
188 items (70%) and agreement with the second rater on 194 items (72%). One 
month later, one judge scored the 675 items a second time and found agreement 
with the earlier judgments on 591 items (87.5%). 

The correlations between the total scores in each of the three areas and 
also the overall total obtained by the two original judges and by one rater who 
scored the same records twice are reported in Table 1. The correlation coeffici- 
ents indicate adequate scoring reliability. 

TaBLE 1. CoRRELATIONS BETWEEN SCORES ON THE SENTENCE 
Comp.eTion ArrirupEs TEstT 


Comparison 
Area Two Judges One Judge with self 


Hospital .908 .919 
Psychiatrists .891 .960 
Treatment .918 . 906 
Overall Total . 954 .955 
Outcome .853 .903 





All correlations were positive. 


Multiple Choice Attitudes Questionnaire and Souelem Attitude Scale. It was 
not necessary to check reliability in the scoring of the Multiple Choice Atti- 
tudes Questionnaire and the Souelem Attitude Scale as these tests are composed 
of objective-type items and total scores are obtained by simple addition. 


DIscUssION 

Other projective techniques modeled after the Thematic Apperception Test 
have been devised for the assessment of attitudes of hospitalized psychiatric patients. 
As part of his intensive study of the social processes which operate in a private 
psychiatric hospital, Caudill“? presented patients with 12 ‘‘picture interview” cards. 
In contrast to the more ambiguous Picture Attitudes Test described by the present 
authors, Caudill’s cards clearly depict various aspects of hospital life and activity. 
Caudill’s test is more structured also in that the subject is told that the pictures deal 
with everyday situations in the hospital under study. 

Libo®? developed a set of four ‘‘picture impressions” which depict patient and 
doctor in different situations as an instrument for measuring patient-therapist 
“attraction.’”’ This is quantitatively estimated from analysis of the patient’s response 
to each of the cards. Here again the situation depicted is unmistakedly patient- 
therapist and the procedure is administered to the patient by the therapist himself 
after their first session together. The focus here is specifically on eliciting those atti- 
tudes that permit measurement of the patient’s tendency to remain in therapy. 

In addition to the Picture-Attitudes Test being less structured, the methodology 
described in this paper differs from these other efforts at studying patient attitudes 
in two important respects. The approach described here involves the use of a battery 
of tests which constitute a continuum from “projective” techniques aimed at less 
conscious attitudes to questionnaire methods aimed at more overt attitudes. Furth- 
er, the procedures are constructed to elicit attitudes in three interrelated areas with 
about equal emphasis, viz., toward the hospital, the doctor, and treatment itself. 


’ 


SUMMARY 
The purpose of this research has been to develop reliable procedures for getting 
a kind of attitudinal profile of psychiatric patients which, by virtue of its objective 
and quantitative nature, will permit a more systematic study of the influence of 
attitudes on the patient’s behavior and the clinical course of his illness. The pro- 
cedures are so constructed that they can be used to assess attitudes of non-patient 
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populations as well. The method of quantifying attitudinal data described in this 
paper should make possible comparative studies of group attitudes and the study of 
factors relating to attitudinal change. Indeed, several studies of this sort are in 
progress by the present authors. 

The importance and need of objective and quantitative measures of attitudes 
relating to psychiatric hospitals, psychiatrists, and psychiatric treatment has been 
indicated. A group of tests designated as the Psychiatric Attitudes Battery to meet 
this need and the methods of scoring the procedures have been described. The test 
battery is composed of the Picture Attitudes Test, Sentence Completion Attitudes 
Test, Multiple Choice Attitudes Questionnaire, and Souelem Attitude Scale. These 
procedures have been checked for reliability and were found to be adequate in this 
respect. The applications of these tests have been discussed 
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LIFE HISTORY CORRELATES OF DELINQUENT 
AND PSYCHOPATHIC BEHAVIOR! 
VICTOR B. CLINE AND ARTHUR 8. WANGROW 
University of Utah 


PROBLEM 
The aim of this research was to study and compare the life history experiences 
of recidivist criminals with matched normal controls. The primary focus was in 
studying the etiology of psychopathic behavior as manifested in a prison population 
where there was no evidence of mental defect, neurological damage or psychosis, in 
which the inmates tended to be conscienceless and unable to contain or control their 
asocial impulses even though frequently incarcerated and punished. 


PROCEDURE 
Seventy recidivist criminals from the Utah State Prison were given a special 
life history interview and compared with 70 controls (or twins) from the community 
(union members, city civil service, trade school and university students) matched 
for age, sex, intelligence*, socio-economic background’, and race. Originally a 12% 


‘Supported by a grant from the University Research Fund, University of Utah. 
*The Wonderlic Personnel Test was used to measure intelligence and the Sims SCI Occupational 
Rating Scale to assess socio-economic background. 
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larger sample of prisoners was randomly selected from prison rosters. Those who 
were judged as psychotic, mentally defective, with diagnosed neurological damage, 
or over 50 years of age were excluded. All interviews with both prison and control 
groups were conducted on a strictly voluntary basis with only two of the selected 
sample not participating. A single trained interviewer conducted all interviews with 
both the prison group and the normal controls. A special life history interview, de- 
veloped principally by the senior author in prior research was used. The interview 
focused on parents’ child-rearing practices, discipline, school, social, peer, economic, 
and religious variables. All ratings and judgments were made and recorded during 
or immediately following the interview on special forms. Prior to the interview phase 
of the data collection, each variable (such as “‘subject’s social proficiency’’) was 
defined as to what it meant in terms of real life behavior and how it could be ordered 
and recorded in quantitative terms. 


RESULTS 
Six hundred and twenty three tests of significance were calculated. Two hun- 
dred and thirty five of these differences (or 38%) were significant at better than the 
.05 level of probability (see Table 1). 


TABLE 1. NUMBER OF SIGNIFICANT DIFFERENCES 


Number Percent 
p Level Significant Significant 


<.001 63 10% 
>.001 <.0 
> .0l <.0 


1 112 18% 
5 60 10% 
235 38% 


The two-tail ‘‘t’’ test was used and advantage was not taken of eliminating the 
effect of matching the two groups on the five variables (intelligence, etc.). If this 
were done there would be a considerably greater number of significant differences. 
So, in effect, the levels of significance reported here are quite conservative. 

Interview behavior.2 The first area of differences investigated dealt with the interview 
behavior of the two groups. At the conclusion of each interview the experimenter 
quickly checked some descriptive terms which best characterized the subject’s be- 
havior. The prison group was significantly more often seen and characterized as 
overly-cooperative, defensive, confused, hostile, hesitant (in use of words), and cagey- 
guarded. The normals were rated more often as cooperative, conscientious, self-assured, 
poised, reserved, dignified and conventional. Even though both groups were equated 
or matched for intelligence, the normals were rated significantly superior on cognitive 
organization (defined as the aptitude for organizing and expressing ideas and lang- 
uage accurately, clearly and fluently). 

Family and parent variables. The prisoners significantly more often came from 
broken homes (22% vs. 4%). The prisoner homes also were characterized more often 
as “negative, contentious, and a place where the parents set a poor example”’ (30% 
vs. 6%). The adjective friction more often applied to the prisoner home climate 
(36% vs. 17%) whereas the following adjectives more often characterized the nor- 
mal’s homes, loving (73% vs. 21%), and authoritarian (49% vs. 21%). The fathers 
of the normals were seen more often as successful and respected (93% vs. 64%), strict 
(44% vs. 21%), a leader (56% vs. 31%), and strong (49% vs. 29%), while the prison- 
ers’ fathers were more often characterized as mediocre (31% vs. 4%), short tempered 

‘Complete tables summarizing all proportions, significance levels, etc., can be obtained at no 
charge by writing to Dr. Victor B. Cline, Department of Psychology, University of Utah, Salt Lake 
City 12, Utah, or for a fee from the American Documentation Institute. Order Document No. 5833, 
remitting $1.75 for microfilm or $2.50 for photo copies. 
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(34% vs. 17%), nervous (17% vs. 3%), and a follower (69% vs. 44%). The prisoners’ 
mothers were seen more often as suspicious (25% vs. 3%) and neurotic (15% vs. 1%) 
compared with the normals’ mothers who were seen more often as warm (87% vs. 
69%) and understanding (86% vs. 63%). The marital relationships of the parents of 
the normals was characterized as excellent in the case of 42% of the normals and with 
only 19% of the prisoners. 
Relative to discipline the parents of the prisoners tended more often to use 

physical methods (71% vs. 50%) and generally to be more irrational in punishment 
25% vs. 01%). There was also an interesting tendency for the prisoners’ parents to 
be either too erratic or too rigid in their disciplining while the parents of the normals 
steered a more middle course. With the parents of the normals the key methods of 
discipline were verbal means (46% vs. 29%) and deprivation (40% vs. 16%). There 
was a tendency for some of the prisoners’ fathers to be rated as either awfully rough 
or too easy (44% vs. 25%) whereas the normals’ fathers, again steered a more middle 
course (57% vs. 38%). The parents of the prisoners tended to play favorites with 
their children significantly more often, favoring some and rejecting others (50% vs. 
29%). They also had much less interest in their son’s future, how he did in school, 
etc. With regards to whether the father took his son fishing, camping, etc., there 
were no differences between the two groups. Apparently what is important is not 
how often the father goes places with his son but what he does with his son when he 
is with him and the general image or model which he presents over the years. In 
other words it would appear that the quality of the relationship, not mere time spent, 
is most important. There was significantly less interaction and support among the 
brothers and sisters of the prisoners than with the normals. There was also a tend- 
ency for other members of the psychopath’s family to get into trouble with the law 
(the brother was most likely also to be delinquent). There existed stronger kinship 
ties with relatives in the families of the normals. It was found in addition that the 
normals were significantly more often the eldest in their family (36% vs. 17%). The 
fathers of the normals significantly more often assumed “leadership roles’’ in their 
communities (56% vs. 31%). This tended also to be true though to a lesser degree 
of their mothers (21% vs. 07%). 

Leisure time variables. The prisoners significantly more often associated with older 
youngsters in growing up (33% vs. 138%) whereas the normals tended to play with 
youngsters their own age. The prisoners associated more frequently with delinquent 
companions (38% vs. 7%). They also tended to associate with fewer other children 
or be isolates or lone wolves (26% vs. 9%). The normals tended more often to be 
‘Joiners’? (22% vs. 9%) and to participate in sports more frequently. When an 
analysis of activities and interests engaged in by the subjects was made it was found 
that the normals had more frequently done the following things by age 18: played 
hockey (39% vs. 14%), ice skated (79% vs. 60%), had a hot rod (71% vs. 47%), 
gardened (81% vs. 64%), repaired things around home (83% vs. 67%), played ping 
pong (76% us. 47%), and bowling (63% ve. 43%). The prisoners, on the other hand, 
had more frequently engaged in target shooting (71% vs. 11%) and played craps 
(41% vs. 26%). 

Income-status-occupation variables. Despite the fact that the two groups were match- 
ed or equated on “socio-economic background,’”’ many interesting occupational 
differences emerged. This suggests that the Sims Scale may not accurately assess 
socio-economic background. The income of the fathers of the prisoners was more 
erratic and lower than for the fathers of the normals. There were also more oc- 
casions when their families were without food and adequate clothing. Almost 60% 
of the fathers of the prisoners were in work rated “‘industrial low’’ (unskilled labor) 
compared with only 25% of the normals’ fathers. The normals’ fathers also had more 
responsibility in supervising the work of others and tended to have more men work- 
ing under them. In addition, they kept their jobs longer. With the prisoners them- 
selves, 19% were in occupations classified as a “skilled trade’ compared with 69% 
for the normals. The psychopaths (prior to prison) were significantly more often in 
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rough and unskilled labor (37% vs. 1%), in sales (9% vs. 1%), or restaurant-hotel 
work (7% vs. 1%), etc. On a supervisory scale they also rated very low compared 
with the normals who had many more men working under them. The prisoners held 
their jobs for much shorter periods of time and when they did quit, it was more often 
for reasons of unruliness, alcoholism, and personal-social problems. There was no 
difference in the proportion of either group who had working mothers (when they 
were being reared). The future plans of the prisoners tended to be far more vague, 
undefined, and unrealistic as compared with the normals. 


Sex and marriage. Sixty-four percent of the normals received their first sex education 
from parents and /or teachers compared to only 14% of the prisoners, while 67% of 
the prisoners received their first sex education through ‘‘personal experience’”’ (vs. 
23% for the normals). The average age of first sex experience (heterosexual) for the 
prisoners was 14.7 years, for the normals it was 18.2 years. The normals married 
at a slightly later age (21.3 years vs. 20.4) and tended to be engaged for a slightly 
longer period of time before marriage (7.2 months vs. 6.0 months). Forty-four 
percent of the prisoners were divorced or separated compared with none for the 
normal group. Of the remaining prisoners 14% were married and 40% single (vs. 
76% married and 23% single for the normals). The first child arrived 11.8 months 
after marriage for those prisoners married and with children vs. 18.2 months for the 
normals. In general the normals had a much better marital adjustment and a more 
““nositive’’ attitude toward their wife’s pregnancy and having children than did the 
married prisoners, who for the most part were “‘indifferent”’. 

Religious factors. The normals had a significantly greater religious interest, involve- 
ment, and attendance both before and after puberty than did the prison group. Of 
even greater significance was the religious involvement and attendance of the parents 
(especially the father) while the offspring were growing up. Approximately twice as 
many fathers of the normals attended church often as did the fathers of the prisoners 
(44% vs. 21%). 

In a concurrent but separate unpublished study which supports these data by 
student of the senior author (Mr. George Broschinsky), delinquents in the Utah 
State Industrial School (ages 14-18) were compared with matched non-delinquent 
controls. It was found that 30.7% of the delinquents’ fathers were rated as “‘re- 
ligious’”’ compared with 71.2% of the fathers of non-delinquents. 

In the study conducted by the authors it was found that the normals had 
engaged in family prayer significantly more often (57% vs. 34%) and a larger pro- 
portion believed in a deity (93% vs. 77%) and affiliated with a church (84% vs. 70%) 
than did the prisoners. An overall rating of the ‘‘church’s influence”’ on the lives of 
the subjects indicated a significantly greater influence in the case of the normals as 
compared with the prisoners (73% vs. 53% “average or above average influence’). 
School Variables. The normals received significantly better grades in school (even 
though of equal intelligence to the prison group). Their general motivation and in- 
volvement in school was much greater and their attitudes far more positive. On the 
variable ‘Social Conformity”’ (in school) 60% of the normals were rated ‘“high’’ 
compared with only 20% of the prison group. The normals’ social proficiency and 
skills were rated as significantly superior to those of the prisoners. In addition, the 
attitudes of the parents differed. The parents of the normals ‘“‘expected”’ (and re- 
ceived) better school performance and grades from their offspring. 


Personal habits and miscellaneous factors. In the area of politics the main finding is 
that the prisoners tend to have little interest and not to identify with any political 
group. The normals tend to be “Independents” or “Republicans” significantly more 
often than the prisoners. 

The prisoners started drinking and smoking at a significantly earlier age than 
the controls. And significantly more of the normals did not smoke at all. Of those 
who drink in both samples the prisoners were more apt to be alcoholic or very hard 
drinkers. They were also more likely to have other family members who were heavy 
drinkers. 
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DIscUssION 
All of the data and results presented concerning this research project are based 
on verbal self report. And only to the extent that what the subjects reported is true 
and valid can one accept the findings presented here. And whether one can generalize 
from Utah to other regions of the U.S. is open to question. 

Caution should also be exercised in imputing causality where significant re- 
lationships exist and are reported above. Taking one variable out of context and 
identifying it as the ‘‘cause’”’ of criminal or non-criminal behavior would be doing 
violence to the data. However, the experimenters do believe that the patterns of 
results do have real meaning, are significant, and support a long line of related 
research. 


SUMMARY 

Seventy recidivist criminals and 70 normal controls matched for age, IQ, sex, 
socio-economic level, and race were given a special life history interview. A large 
number of ratings and judgments on many variables were made and recorded during 
or immediately following each interview. 

Of 632 tests of significance calculated, 235 (or 38%) were significant at better 
than the .05 level of probability. Major differences were concentrated in the follow- 
ing seven areas: school, religion, family and child rearing variables, leisure time, 
occupation, sex-marriage, and certain miscellaneous factors and personal habits. 
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THE QUESTIONABLE VALIDITY OF SOME ASSUMED 
ANTECEDENTS OF MENTAL ILLNESS 
H. BIRNEY HOVEY 


Veterans Administration, Salt Lake City, Utah 


PROBLEM 

In 1945 the Diagnostic Clinic of the California Department of Corrections was 
processing the sentenced felons in the state. Lack of time prevented comprehensive 
personal history interviews with every prisoner, so a true-false questionnaire“) was 
devised for prisoners to complete, the results to be used for highlighting areas in 
which to concentrate the interview. The questionnaire has also been used with some 
VA patients since 1947. After numerous modifications it was stabilized with 479 
items pertaining to personal histories, plus some additional current complaint items. 
To ascertain which items might discriminate between well and emotionally disturbed 
men, it was administered to a group of fifty male veterans receiving treatment for 
neuropsychiatric conditions, and to a control group of fifty consisting of steadily 
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employed male veterans without any known neuropsychiatric difficulties. For cross- 
validation, the experiment was repeated on two other comparable groups of fifty 
each. Inventory items retained as being probably significant were those which differ- 
entiated by the chi-square test beyond the five per cent level for both experiments. 
A total of well over 100 personal history items significantly discriminated patient 
from control groups in both studies. ° 

The current study is primarily concerned with 74 items which failed to signifi- 
cantly discriminate in either of the former experiments. Professional judges were to 
appraise each of these items in terms of their probability of being related to neuro- 
psychiatric conditions and their judgments were to be compared with empirical 
results obtained from the above procedures. It was desired to locate those items 
which probably would not be more characteristic of either NP or control cases. 

Since we know of no test for statistical ‘‘non-significance’”’, an arbitrary pro- 
cedure was used. The items were located which failed to reach the 5% X? value in 
either set of samples and with the direction of differences being opposite in the two 
sets. In other words, when the direction of difference in response to an item was re- 
versed from the first to the second set, it was regarded as non-significantly associated 
with the NP conditions. A few additional items below the 50% level of significance 
for both sets of samples and which had zero difference in one set were regarded as 
being non-significant. 


PROCEDURE 
Each of six professional persons dealing daily with NP patients, independently 
went through the Inventory indicating which items he believed to be significantly 
associated with NP conditions. They made two types of judgments: “‘not signifi- 
cantly associated”’, and “significantly associated’’, with NP conditions. In the latter 
case they also indicated whether the NP response would be true or false to the item 
as worded. In only one instance in their true-false predictions on significant items did 


the consensus of judges go in the opposite direction from the empirical data. In 
other words, whenever the judges correctly predicted that an item would be signifi- 
cant, they also predicted in nearly every case the correct direction of the NP response. 

The judges had been instructed to respond to represent how they would think 
ideally truthful groups of patients and controls would respond. None of them had 
been familiar with the detailed findings from the former experiments, other than 
that some items had turned out to be statistically significant and that some were far 
from such significance. Al! 209 items in the two extreme groups were checked in 
identical fashion for their ratings. Three of the judges were clinical psychologists 
who had received Ph.D.’s less than three years previously and the other three were 
psychiatrists in their final three months of residency experience. It was believed 
that near consensus among the six would reflect current theory 


RESULTS 

Five or all six of the judges concurred with the empirical evidence as to “sig- 
nificance” or ‘‘non-significance’’, on 73% of the items. There were about twenty 
items on which there was insufficient agreement among the judges for meaningful 
tabulation, so they were disregarded for the present study. 

Of particular interest are the 27 items on which there was substantial disagree- 
ment between the consensus of the judges on the one hand and the results from the 
former experiments. The following are the 22 items which were “‘non-significant”’ in 
terms of subjects’ responses, but which were judged by the professional group as 
significant, with the judges’ expectation that patients would tend to answer “true”’ 
more often than the controls in all cases except the ones indicated as (F): 

I have had a serious head injury; From time to time I had nightmares as a 
boy; I used to stammer or stutter; My home was broken by separation or 
divorce of my parents by the time I was twelve years old; I was raised by my 
grandmother; I was raised in an orphanage or some institution; When I was 
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young, my mother was more the boss in our family than my father was; My 
parents let me run wild when I was a boy; My parents had a very hard time 
trying to control me; I have liked my father at least most of the time (F); Fre- 
quently I played sick to keep from going to school; I disliked most of my school 
teachers; I had several friends when a boy (F); I had temper tantrums (blew 
my top) often when a boy; | have been worried about sexual! desires I had that 
were different from those of other persons; I have been married twice; While 
growing up, my parents allowed sex to be talked about in our home (F); Girls 
under 21 have never appealed to me sexually; I have been to prostitutes at least 
twenty times; I have lived with at least one woman as husband and wife, with- 
out getting a marriage license; I didn’t like this test because it asks some ques- 
tions about things too personal to tell anyone. 


The following five items were judged as non-significant, but differentiated 
significantly in terms of the subjects’ responses. The designation of True or False 
after each item indicates the direction of the actual response for the sick groups: 

I admired my father more than I did my mother (T); I liked my mother 
better than I did my father (T); This test has helped me to get some things off 
my chest, and makes me feel relieved (T); Such activities as scratching an itch, 
stretching, farting, etc., have had pleasant sensations (F); I have had inter- 
course with at least one woman (F). 


One additional and somewhat minor observation was that patients tended more 
than did controls to show stronger likes and dislikes. That is, there were numerous 
items such as “I liked my playmates better than my brothers or sisters; When a 
child, I liked to play with boys better than with girls; I had more girl friends than 
boy friends’’, to which patients responded with “true” to a greater extent than did 
controls, although the specific differences were not significant statistically. 

Contrary to the judges’ opinions, many of the items pertaining to sex in the 
original inventory failed to significantly discriminate between patients and controls, 
but such items did not quite meet the rigid criteria set up for “‘non-significance’’. 
Some of these items are as follows: I have had sexual experiences that make me fee] 
ashamed; Since reaching age 21, I have indulged in sexual pleasures most people 
would think strange or abnormal; Sometime during my life I have had sexual 
ejaculations or discharges (such as through masturbation, intercourse, wet dreams, 
etc.,) as often as five times in a year; ! have had ejaculations as often as five times a 
week for a year or more sometime during my life; I have had an extremely strong 
sexual interest in women; I have had many more women friends than men friends. 


SUMMARY 
A small group of psychiatrists and clinical psychologists judged a list of personal 
history items as probably being related or unrelated to neuropsychiatric illnesses. 
When these judgments were compared with the ways patients versus emotionally 
“healthy” veterans had responded to the items, the judges correctly predicted for 
most of the items. The group of judges made predictions inconsistent with responses 
of the experimental groups for 27 items which are listed. 


REFERENCES 


Hovey, H.B. A self-interview inventory. J. clin. Psychol., 1947, 3, 191-193. 
Hovey, H. B. Self-interview inventory. Chicago: Psychometric Affilites, 1958. 





MULTIDISCIPLINARY VIEWS ON THE PREPARATION OF WRITTEN 
CLINICAL PSYCHOLOGICAL REPORTS: II. ACCEPTABILITY OF 
CERTAIN COMMON CONTENT VARIABLES AND 
STYLES OF EXPRESSION 
NORMAN TALLENT and WILLIAM J. REISS 


Veterans Administration Center Veterans Administration Center 
Kecoughtan, Virginia Kecoughtan, Virginia 
and 
The George Washington University 


PROBLEM AND METHOD 


The acceptability of a number of content and style variables which commonly 
appear in clinical psychological reports was investigated by soliciting opinions on this 
topic from a sizeable sample of psychologists, psychiatrists, and social workers. 

Printed research forms! were mailed to 741 psychiatrists, 433 psychiatric social 
workers, and 393 psychologists, all employees of the Veterans Administration. Three 
solicitations were made which resulted in returns of completed forms from 97.7% of 
the psychologists, 97.2% of the social workers and 81.2% of the psychiatrists. The 
data reported here are based on three of the four sections which comprise the form, 
the fourth section not being pertinent to the current investigation. 

The first section of the form consists of 12 items of content such as are com- 
monly found in psychologists’ reports. The respondents were asked to indicate 
whether each such item of content should or should not appear in reports. The 
second section consists of 11 pairs of statements, the respondents being asked for 
their choices as to which of two alternative ways of expressing essentially the same 
material is preferable. The third section, composed of but one item, deals with the 


acceptability of including speculative material. The item reads, ‘“‘Do you feel it is 
permissible for psychological reports to contain speculation, 7.e., go beyond the data, 


9)? 


if clearly labeled as speculation? 


RESULTS 

Content. A number of points of agreement on what constitutes acceptable content 
are noted among psychiatrists, psychologists and social workers. Al! three groups 
favor data which are descriptive of the patient, such as his verbalizations, clinical 
appearance and over-all behavior during the examination. They also support the in- 
clusion of a summary. All three groups further agree that social data, or a mixture 
of medical, psychological and social data should not be part of the psychologist’s 
report. Speculation, properly identified as such, is acceptable by three-fourths of 
the psychiatrists, 96 per cent of the psychologists and 92 per cent of the social work- 
ers. Acceptability by over two-thirds of the psychiatrists is accorded such items as 
unconscious content, qualitative data which are intended to support the psycholo- 
gist’s conclusions and the offering of prognoses. About half of the psychiatrists also 
find the inclusion of psychoanalytic jargon acceptable. Two-thirds of this group 
are not in favor of the psychologist including recommendations in his report, while 
approximately two-thirds of the psychologists approve of making recommendations 
and fifty-three per cent of the social workers favor this issue. Only one-fourth of the 
psychologists are accepting of reporting their findings in terms of psychoanalytic 
terms but most of them do favor including unconscious content. A very low per- 
centage of psychologists (14 per cent) wish to include data intended to add quantita- 
tive support to their findings while over half of the psychiatrists and one-third of the 
social workers favor such reporting. 


‘Copies of the research form containing the detailed findings of this study are available from the 
authors gratis. 
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Style. The three groups sampled definitely prefer a matter-of-fact presentation to 
literary style and also favor a brief descriptive summary to a formal diagnosis. Con- 
cerning the presentation of intelligence test findings, all three professions agree on 
assigning a numerical IQ designation. However, in a choice between a numerical IQ 
or the intellectual classification method of presentation, the psychologists by a wide 
margin choose the latter approach. Psychiatrists are more eager to read the direct 
reporting of patient behavior during testing while the psychologists (75 per cent) 
prefer to write an interpretation of such behavior. Further results clearly point to:a 
trend wherein the psychiatrists generally wish the stating of actual behavior and 
quantitative material, while the psychologists by large majorities prefer to interpret 
both behavior and quantitative findings, rather than present such as raw data. The 
social workers are also sympathetic towards an interpretative approach. 


SUMMARY 


The opinions of a large number of psychiatrists, psychiatric social workers and 
psychologists were solicited in order to determine the acceptability of various con- 
tent and style variables in psychological reporting. Variations in preferences are ob- 
served and some trends are pointed out. 


A SHORT SCREENING TEST FOR ORGANIC DEFICIT 
G. K. BUTZ, A. L. HUNSICKER AND D. E. HURD 


Gale sburg ( Tu. ) State Re S¢ arch Hospital 


PROBLEM 
This study examines the merits of 17 short tests culled from the literature or 
suggested by the authors’ experience as indices of brain damage and applied to 
samples of normals and patients from all available diagnostic categories. Because 
definitive evidence of the validity of these tests for the specific evaluation of brain 
damage was lacking, the experimental design provides for an analysis of any diag- 
nostic patterns that might appear. 


PROCEDURE 
Tests. The following list includes 3 tests intended only as comparison measures 
of sensory acuity. The vocabulary test was included as a rough estimate of intelli- 
gence relatively free of the effects of brain disease. 
Block Design, Digit Span, Vocabulary (Wechsler-Bellevue Intelligence Scale, Form I °?), 
Odd items only were used for the present vocabulary test; the reliability of an emergency half- 
test has been shown by Finkelstein, Gerboth and Westerhold®. 
Smooth and Tack Board Tests. Adapted from Werner and Strauss“. 
Form Board. A modification of Halstead’s Form Board), 
First Digits. Adapted from a factorial investigation of perceptual speed by Bechtoldt). 
Hidden Pictures. From a perceptual study of L. L. Thurstone’s®), 
Partington’s Pathways Test.“ A modified test and scoring procedure were necessary for 
our patient sample. 
Tonal Memory Test. A novel test suggested by the work of Werner and Bowers“), A toy 
xylophone was used to produce simple melodic patterns. 


1The authors are grateful to Dr. Lester H. Rudy and Dr. Thomas T. Tourlentes of Galesburg 
State Research Hospital for making this study possible. We are also indebted to Dr. Daniel Manelli 
of Peoria State Hospital, Dr. Richard J. Graff of Manteno State Hospital, Mrs. Pearl Young of Knox 
County Nursing Home and the Galesburg Board of Education for making available additional subjects. 
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Block Tapping Test. A novel test of auditory-motor functioning. Reproduction of rhythmic 
patterns was required. 

Gap Ordering Test. A test used by J. Wepman (personal communication) in an unpublished 
study of aphasia conducted under the auspices of the Army Adjutant General’s Office. 

Hidden Letters. A test similar to Thurstone’s ‘“Hidden Digits Test’). 

Dot Series Test. An experimental continuous problem task, the format similar to a test used 
briefly by the Human Engineering Laboratory (personal communication). 

Maze Test. Mazes 1, 2, 3 and 4 were used from Form B of the Army Wechsler Mental Ability 
Scale“), 

Pegboard Test. Two tasks involving simple manual speed and a simple patterning of colored 
pegs. 

Visual Recognition Test. A short test similar to the Benton Test ®), 

Visual Pattern Recall Test. An original test with numerous prototypes in the literature 
(e. g-, 4, 6). Several scoring categories were employed. 

Tactual Recognition. A simple stereognostic test devised by the authors. 

Visual Acuity Tests. A Robinson-Cohen optical chart“*) and a simple test of preferred read- 
ing distance for the smallest ty pe legible to the subject. 

Auditory Acuity Test. Percentage of hearing loss was determined from a standard audio- 
meter test “*), 


Subjects. The tests listed above were administered to 356 subjects. Of these, 237 
were normal controls—ward attendants and attendant trainees of the Galesburg 
State Research Hospital and some older normal subjects from Knox County Nursing 
Home. The remaining 129 subjects were patients at the Galesburg hospital whose 
diagnosis had been determined by the medical staff of that hospital or carried over 
from previous hospitalizations. The investigators set up qualifications to exclude: 
(a) patients with functional disorders whose histories suggested the possibility of 
brain trauma or other organic disposing factors, (b) patients with ‘‘organic’’ dis- 
orders whose histories suggested serious personal maladjustment antedating the 
organic syndrome, and (c) foreign-born patients educated in a language other than 
English. Further descriptive characteristics of the standardization groups are shown 
in Table 1. Cases were discarded in the absence of fairly complete social histories. 
The fact that many patients had not been “‘staffed’’ for a period of some years may 
have contributed to obscuring the differences between groups. 


RESULTS 

The reliability of each test was ascertained by retesting 39 normal subjects after 
a four-month period. A simple analysis of variance was also run on each test over all 
the diagnostic groups and normals, all subdivided into age periods. On all tests 
which yielded retest coefficients of .50 or higher and also showed highly significant 
’s (.001 level), separate t’s were run comparing each hospital group with every other 
and with normals of approximately the same age. At this point an attempt was made 
to isolate patterns which might be distinctive for each diagnostic group. Although 
the battery was demonstrated not to be an highly homogeneous one, the pattern ap- 
proach did not look promising. It was abandoned in favor of weighting selected tests 
by multiple regression. 

Point-biserial coefficients were computed for several of the variables which 
appeared (by t-test) to distinguish schizophrenics from organics. These computations 
were based on a dichotomy between the combined schizophrenic subgroups (N = 47) 
and the combined organic subgroups (N = 43). These two groups were chosen to 
get a criterion of organicity likely to exclude the influence of poor motivation and 
bizarre response patterns. Senile patients’ scores were omitted from such computa- 
tions because they were so conspicuously poor on all tests and our interest was in a 
subtler prediction problem. Age was partialled out in the computation of multiple 
regression weights. With the predictive effects of age thus removed, a multiple cor- 
relation coefficient of .52 was obtained between four selected measures and the 
criterion. This procedure served to adjust the differential effects of age on the four 
tests, but there remained a considerable part of the total score variability within any 
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diagnostic group attributable to age alone. Adjustment was made for this fact by 
subtracting from the total scores that part of each person’s score which could be pre- 
dicted from a knowledge of his age only (the weight was based on the correlation 
between age and total score computed on the largest subsample—237 normal sub- 
jects). After this correction had been made for all subjects, the percentage of pre- 
dicted “organics ’ was tabulated for all the diagnostic groups’ and for normals as 
shown in Table 2, sample 1. The total scores after adjustment showed a correlation 


TABLE 2. CoMPARATIVE AccuRACY OF Trest CLASSIFICATION FOR ORIGINAL Data (SAMPLE 1) AND 
Cross VaLipATION Data (SAMPLE 2) EXPRESSED IN PERCENTAGES 


N Normal Organic 
Group Sample Sample Sample Sample Sample Sample 
1 4 l 2 l 2 
Total Normal Sample ; 2: 99.2 99.: 0.8 0. 
Total Schizophrenic Sample d } 83.0 76 17.0 23.3 
Schizophrenia, Acute Undiff 2% 82. 
Schizophrenia, Chronic Undiff. 80 
Schizophrenia, Paranoid : 94.5 
Schizophrenia, Hebephrenic 
Schizophrenia, Catatonic 
Total Affective Disturbance Sample 
Manic-Depressive, Manic 
Manic-Depressive, Depressive 
Reactive Depression 
Involutional Psychotic Reaction 
Psychoneurosis 
Alcoholic Addiction 
Schizophrenia (Lobotomized) 
Schizophrenia (Post-Electroshock) 
Total Chronic Brain Syndrome Sample 
’. B. 8., Syphilis 
( 3. S., Senility 
C. B. 8., Arteriosclerosis 
C. B. §., Alcoholism 
C 
( 


WHOKDONWORS 


“II bo 


. S., Post Traumatic 


. 8., Parkinsonism 


Epilepsy 
Mental Deficiency with Psychosis 


mor 


of —.30 with vocabulary in the normal group. Sensory acuity tests correlated neg- 
ligibly with all of the 17 tests in the battery, and inspection of the data revealed no 
necessary relationship between markedly poor vision or hearing and poor scores on 
any of the four selected variables. 

The reliability of corrected total scores computed from the retest data on 39 
normal subjects was .84. Retest reliability for 39 randomly selected patients was 
.88. The scores obtained from the modified regression equation have substantially 
the same meaning at any age. The cutoff occurs at zero; a plus score indicates brain 
damage, a minus score the absence of brain damage. Distribution constants are 
shown for the various groups in Table 2. Standard errors of measurement based on 
this data and on the retest coefficients corrected for restricted range are .09 and .14 
for normals and patients, respectively. 


THe OrGaAnic Dericir SCALE 
The scores represented in Table 2 were computed from the formula: 
X’, = .042G + .024P — .013HP + .002PB — .008 Age — .491 
The four measures which were weighted into the total score were obtained from 


three tests, described below. For convenience, this group of tests will be called the 
Organic Deficit Scale and the obtained score the Index of Organic Impairment (IOI). 
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Visual Pattern Recall. The immediate reproductions from memory of 12 designs, each 
exposed for a 5-second period, were scored for Gestalt (G) and Precision (P). The former score 
was based on the adequacy of form reproduction, the latter on the line quality of the drawings, 
faults of closure and angulation. Each design was scored on a scale ranging from 0 to 2, with a 
score of 2 indicating the poorest quality. Rater agreement in scoring whole protocols ranged from 
.87 to .90 for Precision and from .98 to .99 for Gestalt. 

Hidden Pictures (HP). Four pictures approximately 8'4 x 10 inches were presented singly 
for one minute, during which subjects were required to find as many concealed faces, animals 
and objects as they could. The total number of items discovered constituted the score. 

Pegboard (PB). Time in seconds was scored for the period needed to fill in a 25 hole square 
pegboard. Their performance was not allowed to exceed 2 minutes. 

It is worth noting that 80% of our mentally defective group earned “organic” 
scores. Nevertheless, 1Q’s from Form I of the Wechsler-Bellevue, available on more 
than half of the normal subjects, ranged as low as 75 without producing ‘‘organic”’ 
results on the Deficit Scale. The information available was not sufficient to deter- 
mine reliably whether the defectives tested should be classified as endogenous or 
exogenous. 


Cross VALIDATION 
Mean values for total score on an additional 534 subjects, unselected except for 
diagnosis, compare closely with the standardization sample as shown in table 3. 


TABLE 3. AGE CoMPOSITION OF GROUPS AND DISTRIBUTION CONSTANTS FOR DEFICIT SCORES 


f Deficit Score 
Group N Range Mean 8. D 


Normal Sample 244 31. —0.558 .170 
Schizophrenia, Acute Undiff. 2 16-62 32.§ —0.263 .276 
Schizophrenia, Chronic Undiff. 31 23-69 5 —0.239 297 
Schizophrenia, Paranoid 41 21-70 45 .92 —0.295 . 290 
Schizophrenia, Hebephrenic 36-55 49. —0.075 .442 
Schizophrenia, Catatonic 29-59 86 —0.113 . 243 
Manic-Depressive, Manic : 61-72 a5. —0.388 .313 
Manic-Depressive, Depressive f 48-64 54.6 —0.331 .326 
Reactive Depression ; 28-38 33.7 —0.298 .126 
Involutional Psychotic Reaction 13 45-66 54.‘ —0.355 .361 
Psychoneurosis 13 17-76 2.6§ —().450 . 184 
Alcoholic Addiction 18 26-61 39. —0.130 394 
Schizophrenia (Lobotomized)* 26-61 . 9 —0.119 379 
Schizophrenia (Post-Electroshock) 5 2248 31.3 +0.262 345 
>. B. S., Syphilis** 14 35-76 5. 6- +0.391 342 
’. B. §., Senility 6 75-82 oe +0 .402 212 
’. B. S., Arteriosclerosis 24 55-79 19.96 +0 .232 2ed 
’. B. 8., Alcoholism 6 59-69 )2.6 +0.182 . 286 
’. B. 8., Post Traumatic 3 22-68 51.3% +0.192 494 
. B. 8., Parkinsonism 1 50 5 +0.611 
Epilepsy 29 44 39. +0.203 434 
Mental Deficiency with Psychosis 13 23-67 47.31 +0.225 407 
*Five subjects in addition to being lobotomized had also undergone partial excision of the temporal 
lobes. 
**C, B. S. = Chronic Brain Syndrome. 


The appropriateness of test classification for subjects in sample 2 is compared with 
the original results in table 2. Results on parallel groups are sufficiently similar to 
encourage confidence in the stability of the expressed percentages. Functional 
groups other than Schizophrenics tend to fall overwhelmingly in the normal range. 


An INDEX OF MOTIVATIONAL IMPAIRMENT (IMI) 
The actual scores of persons with functional disorders tend to be inferior to the 
scores of normal subjects and apparently ranged with the severity of the disorder. 
The likelihood that motivational factors were making some contribution to the 





A SHORT SCREENING TEST FOR ORGANIC DEFICIT 


variance suggested the possibility of re-weighting the test scores as a means of separ- 
ating normal persons from functional psychotics. To accomplish this, point biserial 
correlations were run on each variable with schizophrenics (N = 163) serving as the 
motivationally impaired group, and normals (N = 378) as the motivationally ade- 
quate group; weights were computed, as before, by the multiple correlation method 
and with age corrections. The index of organic impairment was also re-weighted on 
the combined samples. The results, shown in Table 4, satisfied our expectations of 
TaBLe 4. Accuracy oF CoMBINED CLASSIFICATION — INDICES OF MOTIVATIONAL AND 
OrGANIC IMPAIRMENT EXPRESSED IN PERCENTAGES 


: Normal With Motiv. With Organic 
Group I Impairment Impairment 


2 


Total Adult Normal Sample 37 f 25.0 0 

Total Schizophrenic Sample Ye 2 63.2 14. 
Schizophrenia, Acute Undiff. 2% 78.3 4 
Schizophrenia, Chronic Undiff. K 22.6 58.0 19. 
Schizophrenia, Paranoid rg 29.2 61. 9 
Schizophrenia, Hebephrenic 2¢ 3. 56. 30. 
Schizophrenia, Catatonic ‘ 35. 14 

Total Affective Disturbance Sample 26 3. 
Manic-Depressive, Manic § 0. 
Manic-Depressive, Depressive | 0. 20. 
Yeactive Depression . 2 ; 0. 
Involutional Psychotic Reaction ‘ 38.5 > 0. 

Psychoneurosis : 53.8 46.: 0.¢ 

Alcoholic Addiction : 

Schizophrenia (Lobotomized) 

Schizophrenia (Post-Electroshock) 

Total Chronic Brain Syndrome Sample 

Mental Deficiency with Psychosis 


sri Oo A3¢ 


we 


providing better separations, on a global basis, of organics, functionals and normals. 
The utility of this additional index, would be to fulfill the promise inherent in the 
somewhat arbitrary designation, “index of motivational impairment.’”’ It provides 
the kind of relatively quick and relatively effective separation of functional psycho- 
tics and normal subjects appropriate to a screening test. In addition to the refine- 
ment of numerical scores, it remained to be demonstrated on valid grounds that 
something in the nature of effective motivation was being tapped. Evidence for this 
includes (a) variations within the normal group which correlate with a criterion of 
inadequate functioning, (b) related Rorschach variables, and (c) chronicity of mental 
disorder. 

\ comparison was made of two groups of 25 high school students each, matched 
forage (M = 17 yrs.) and sex. One group was made up of average students, the other 
of students assigned to special classes because of academic problems. Although the 
mean IOI scores of the groups were not significantly different, the IMI means differed 
sufficiently to reach significance at the .001 level. While intelligence levels of the 
groups were not controlled, differences in intellectual ability can hardly explain the 
results, in view of the fact that LOI is more highly correlated with intelligence than 
IMI. It would seem that motivational factors might be responsible for the score 
differences. 

A nonparametric inspection was made of Rorschach variables which might be 
related to the IMI. For this purpose, two groups of 18 psychiatric aides were match- 
ed in pairs for 1Q and the groups were matched according to means and standard de- 
viations for age. Application of Wilcoxon’s matched-pairs-signed ranks test 
showed the following variables to differ significantly between the groups: R, M, 
=C, FC, P. The plus IMI group showed fewer responses in these categories; differ- 
ences were significant at the .01 level. The plus IMI group also gave fewer H and 
Hd responses. (.05 level). 





280 G. K. BUTZ, A. L. HUNSICKER AND D. E. HURD 


Assuming that a certain motivational attrition occurs with prolonged hospital- 
ization regardless of the age of the patient, product moment correlations were run 
between IMI and duration of hospitalization and between IOI and duration of hos- 
pitalization on 137 functional patients. Only the former measure gave a significant 
result, r = .31. Age was, of course, taken into account by the computing formula 
for IMI. 

The foregoing evidence, together with the method of derivation of the motiva- 
tional formula, indicates that some global characteristic that might be described as 
“effective motivation”’ is being measured. However, more extensive exploration is 
necessary before the practical utility of the measure can be determined. A retest re- 
liability coefficient of .80 compares with that obtained for the LOI on the same data. 


SUMMARY 

Two types of impairment are investigated in this paper, organic and motiva- 
tional impairment. Three tests were chosen experimentally from a battery of 17 
suggested by the literature as being sensitive to CNS disturbance after application 
of the battery to 356 subjects. Four variables from these tests were weighted in a 
multiple regression equation corrected for age to give reasonably effective discrimin- 
ation of normal persons and patients diagnosed as schizophrenic from patients 
diagnosed with various forms of chronic brain syndrome. Validity and reliability are 
reported for an Index of Organic Impairment and an Index of Motivational Impair- 
ment. Additional evidence on the validity of the Deficit Scale is reported on 534 
subjects. 
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THE COMPARATIVE EFFECTS OF BRAIN DAMAGE ON THE 
HALSTEAD IMPAIRMENT INDEX AND THE 
WECHSLER-BELLEVUE SCALE* 

RALPH M. REITAN 
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INTRODUCTION 

The comparative effect of brain damage on various psychological measures is 
of interest not only for improved diagnostic proficiency but also for gaining a better 
understanding of the types of abilities especially sensitive to imipairment in associa- 
tion with brain damage. The many ways in which brain lesions may vary, however, 
pose problems with respect to such comparisons. In consideration of the difficulty 
in determining the characteristics of the lesion and its effects at the time of testing in 
any patient, it is reasonable to assume that no two independent groups of brain- 
damaged subjects are exactly comparable. The only legitimate approach, then, is to 
obtain various measures on the same group of subjects at a particular time and to 
make direct comparisons of the effect of brain damage on these measures. Such an 
attempt has been made in this study using the Halstead Impairment Index and 
various results from the Wechsler-Bellevue Scale for Adult Intelligence. 


METHODS AND PROCEDURE 

Subjects. The subjects included in this study were used previously in an in- 
vestigation of the validity of Halstead’s tests for brain damage®). One group was 
composed of 50 subjects with proved brain damage and the other of 50 subjects with 
no history or clinical evidence suggesting past or present brain damage. Although 
great care was used to be sure that the subjects were classified correctly with respect 
to the presence or absence of brain damage, other variables such as hospitalization, 
chronic illness and affective disturbances were present in both groups. The subjects 
in the two groups were matched in pairs on the basis of closely corresponding age, 
education, color and sex. The group with brain damage had a mean age of 32.42 
years and a mean education of 11.56 years. Corresponding means for the group with- 
out brain damage were 32.36 years and 11.58 years. Further description of the 
groups, including the distributions of diagnoses, was presented previously ®?. 


Variables. The following variables from the Wechsler-Bellevue Scale were 
selected for study: Verbal IQ, Performance IQ, Full-Scale IQ, Wechsler’s ‘“‘hold”’ 
tests, Wechsler’s ‘don’t hold’”’ tests, and the Wechsler Mental Deterioration Ratio. 
The “hold”’ tests are subtests from the Scale that according to Wechsler’s results © 
tended to decline relatively little with increasing age. Conversely, the ‘‘don’t hold”’ 
tests were the ones showing the greatest decrement with age. The Mental De- 
terioration Ratio expresses the relative performance on these two groups of tests. 
A certain amount of decrement is expected ‘‘normally”’ with increasing age and an 
adjustment therefore is made for each individual. Since our subjects were matched 
for age this adjustment should have been equivalent in the groups with and without 
brain damage. 

The Impairment Index is a composite value based on Halstead’s®? ten “dis- 
criminating”’ tests. It is determined for each subject merely by counting the number 
of tests on which the performance falls in the range characteristic of brain damage. 
The individual tests of the Impairment Index have been described elsewhere“: ®?. 

Procedure. The tests were individually administered to each subject by a person 
other than the writer. Final scoring of tests for each subject was completed before 
the groups were composed. The first step in the analysis of the data was to obtain 
difference scores on each measure for every pair of subjects. The mean of the differ- 
ence scores for each variable was tested for statistically significant deviation from 
zero. 

Since the difference scores varied in terms of scaling units for different measures, 
it was necessary to devise a method appropriate for direct comparison of the magni- 


*Supported by Grant B-808, National Institute of Neurological Diseases and Blindness, National 
Institutes of Health. 
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tude and consistency of the differences between pairs. The first step in this pro- 
cedure was to rank-order the difference scores on either side of zero for each variable. 
Thus, if the brain-damaged subject did more poorly than his non-brain-damaged 
pair in every instance on a particular measure, the difference scores would be ranked 
according to magnitude from 1 to 50. If the brain-damaged subjects did more poorly 
only one-half of the time, half of the difference scores would be positive and half 
negative. Thus, rank-ordering on either side of zero would cover a range from +25 
to —25, with +25 indicating the instance in which a brain-damaged subject per- 
formed most poorly with relation to his matched pair and —25 representing the 
converse, 

The next step was to obtain differences in rank-order for the same pairs of sub- 
jects on each of the combinations of measures that were to be compared. Since the 
rank-orders indicated the magnitude of the difference in performance between pairs 
of subjects in each distribution, the differential effect of brain damage on any pair of 
variables could be assessed in this way. The null hypothesis assumes, of course, a 
mean of zero for the distribution of such rank-order differences. Each of the means 
was tested for statistically significant deviation from zero. Finally, these distribu- 
tions were converted to T-score distributions to facilitate graphic presentation and 
ease in visual comparison. 


RESULTS 

The results obtained with the Impairment Index in comparing the groups with 
and without brain damage have been published previously“. Briefly in summary, 
highly significant differences were found for the Impairment Index and each of the 
measures on which it is based except for three instances. Two measures based on 
critical flicker frequency showed differences that could easily be attributed to chance 
and another measure, based on time estimation, was significant only beyond the .02 
level of confidence. 

Table 1 presents means, standard deviations, ¢ ratios, and probability levels on 
the Wechsler-Bellevue Scale for the two groups. Our results agree with previous 
findings) indicating that the Wechsler-Bellevue 1Q measures are significantly 
lower in brain-damaged groups than in groups without brain damage. In addition, 
each of the subtests but Digit Span showed mean differences significant beyond the 
.01 level of confidence. These results strongly support the contention that results on 
the Wechsler-Bellevue Scale tend to be lowered by brain damage. 


Taste 1. Means, Stanparp DEviaTIoNns, t Ratios, AND PROBABILITY LEVELS ON WECHSLER- 
BELLEVUE SCALE FOR EquatTEep Groups WITH AND WITHOUT ORGANIC BRAIN DAMAGE 


Dig 
Groups VIQ PIQ F-S IQ Inf Comp Span Arith 


BRAIN DAMAGE 
Mean 98.40 94.12 96.16 9.80 9.88 8.30 8.42 
8. D. 19.05 19.41 19.68 3.03 .76 3.98 5.09 
No Brain DAMAGE 
Mean 110.82 112.18 112.64 11.32 2.12 .56 11.36 
S. D. 14.46 14.2% 14.28 2.60 2.74 40 4.29 


t ratio 4.01 5.10 4.95 3.30 .25 .38 3.16 
p< .001 001 .001 01 .O1 .80 .O1 
Pict Pict Block Object Dig 

Groups Simil Vocab Arr Comp Design Assembly Sym 


Brain DAMAGE 
Mean 8.82 24 Pre 9.38 8.72 9.06 .56 
S. D. 3.66 41 : 3.79 3.74 3.07 .48 
No Brain DAMAGE 
Mean 12.10 .16 , 11.74 11.90 11.14 .74 
8. D. 2.89 .ol 46 2.71 2.96 3.14 .07 


t ratio 5.29 31 .56 3.32 4.48 3.30 .58 
p< .001 .O1 a .O1 ; 001 = _ 01 _ 001 





THE COMPARATIVE EFFECTS OF BRAIN DAMAGE 283 


Table 2 presents a statistical evaluation of the comparative magnitude of differ- 
ences in performance for the matched pairs of subjects with and without brain 
damage on various measures. Although most of the comparisons are between the 
Impairment Index and measures from the Wechsler-Bellevue Scale, two of them are 
concerned with results from the Wechsler-Bellevue alone. Should the rank-order of 
Tasie 2. Means, Stanparp Deviations, t Ratios, AND PROBABILITY LEVELS IN COMPARISONS OF 


MAGNITUDE OF DIFFERENCES BETWEEN MatTcHEeD Parrs oF Sussects WITH AND WitHovut BRAIN 
DAMAGE FOR VARIOUS MEASURES. 


Imp. Index 
Imp. Index Imp. Index Imp. Index vs. 
vs vs Deterioration 


: 8. vs. 
Verbal IQ Performance IQ Full-Scale IQ Ratio 


Mean Difference in Rank Order 14.00 13.00 10.02 24.00 
Standard Deviation 16.20 17.66 16.75 18.38 
t ratio 6.06 5.16 4.19 9.13 
p< 001 001 001 001 





Imp. Index “Don’t Hold” 
Imp. Index vs. Performance IQ Tests 
vs. “Don’t Hold” vs. vs. 
“Hold” Tests Tests Verbal IQ “Hold’’ Tests 





Mean Difference in Rank Order 14.72 12.00 1.00 2.72 
Standard Deviation 15.89 15.80 12.16 10.79 
t ratio 6.48 §.31 57 cf 
p< .001 .001 .60 -10 





differences between pairs of subjects have been the same for any two variables, the 
mean of the differences in these ranks would be zero. The mean difference in rank- 
order is deviant from zero in each comparison of the Impairment Index with meas- 
ures from the Wechsler-Bellevue. This indicates that the brain-damaged member of 
each pair tended to do more poorly with relation to his control pair on the Impair- 
ment Index than on any of the measures from the Wechsler-Bellevue. Statistical 
tests of the mean differences indicated that each was significant beyond the .001 
level of confidence. Comparisons of intra-test measures from the Wechsler-Bellevue, 
however, failed to reveal any striking evidence for differential sensitivity to brain 
damage. For example, our results gave no evidence that the Performance IQ was 
significantly more sensitive to the effects of brain damage than was the Verbal IQ. 
Pairs of subjects tended to show greater differences on the “‘don’t hold” tests than on 
the “‘hold’’ tests, but this result was significant only at the .10 level of confidence. 

Figure 1 presents graphically the comparisons made in this study. The data for 
these frequency distribution curves were obtained by converting the differences in 
rank-order for pairs of subjects to T-scores. Each distribution, then, has a mean of 
50 and a standard deviation of 10. The continuous vertical line represents a differ- 
ence score of zero and each distribution was placed appropriately with respect to this 
line. Thus, the differential sensitivity of each pair of variables to the effects of brain 
damage may be seen at a glance. As an example we may consider the graph based on 
a comparison of the Verbal IQ and the Impairment Index. The Verbal 1Q showed 
greater differences between pairs of subjects with and without brain damage in 18% 
of the cases, but the differences between pairs were greater on the Impairment Index 
in 82% of the cases. The various comparisons between the Impairment Index and 
Wechsler-Bellevue variables indicate that greater differences were shown on the 
Impairment Index in each instance, with the range varying from 71% to 94% of the 
vases. Differences were greater on the Performance IQ than the Verbal IQ in 57% 
of the cases and greater on the “‘don’t hold”’ than “‘hold”’ tests in 65% of the cases, 
but as indicated in Table 2 neither of these latter comparisons reach confidence 
levels adequate to discard the null hypothesis. 





FicuRE 1. GRAPHIC PRESENTATION OF THE COMPARATIVE DIFFERENCE BETWEEN MATCHED Parrs 
Wirs AND Wirsovut Brarn DAMAGE ON VARIOUS MEASURES (SEE TEXT). 
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DiscussION 

The results indicate that the Halstead Impairment Index is significantly more 
sensitive to the effects of brain damage than are the Wechsler-Bellevue variables 
considered in this study. This finding should not be generalized indiscriminately to 
groups different from those on which they were obtained. Our brain-damaged group 
was relatively heterogeneous with respect to variables describing the organic condi- 
tion of the brain. It was not deliberately composed with respect to any particular 
variables relating to the organic description of brain lesions. The group without 
brain damage, on the other hand, did include many patients with chronic illness 
(paraplegia) and neurotic disturbances. The only criterion rigidly adhered to was 
that every patient included in the group with brain damage have past or present 
evidence of organic damage or disease of the brain and that no such evidence be 
present for those included in the group without brain damage. 

The results should not be interpreted to indicate that the Wechsler-Bellevue 
Scale is of no advantage in evaluating the psychological effects of brain damage. It 
may well be of important use in conjunction with other procedures. Recent results 
have indicated, for example, that differential relationships tend to occur between 
verbal and performance totals depending upon clinical or surgical lateralization of 
brain lesions“). The results of this study do indicate, however, that the Impairment 
Index is significantly more sensitive to the effects of brain damage in groups such 
as were used in this investigation. The findings suggest that the Impairment Index 
would be considerably more useful than the Wechsler-Bellevue Scale in attempting 
to determine whether or not impairment of abilities was present as a consequence of 
brain damage. 


SUMMARY 
This study compared results from the Halstead Impairment Index and measures 


from the Wechsler-Bellevue Scale for 50 subjects with and 50 subjects without 
evidence of brain damage. The subjects in the two groups were matched in pairs 
for color, sex, age, and education. The results for the Impairment Index and the 
ten tests on which it is based have been published previously “?. The results for the 
Wechsler-Bellevue Scale showed that the brain-damaged group obtained signifi- 
cantly lower mean scores than did the group without brain damage on all variables 
but the Digit Span test. A method of direct comparison of the sensitivity to brain 
damage of the Impairment Index and the Wechsler-Bellevue measures was devised. 
This involved essentially the rank-ordering of difference scores on each test between 
each pair of subjects in the two groups, and then comparing the rank-order of pairs 
for different tests. This analysis showed the Impairment Index to be more sensitive 
to brain damage than any of the Wechsler-Bellevue variables selected for com- 
parison, including Verbal IQ, Performance IQ, Full-scale IQ, Wechsler Deterioration 
Ratio, “‘hold”’ tests, and ‘don’t hold”’ tests. Each of these comparisons was signifi- 
cant beyond the .001 level of confidence. 

These results suggest that the Halstead Impairment Index would be consider- 
ably more useful than the Wechsler-Bellevue Scale in evaluating the psychological 
effects of brain damage in individual patients, even though both procedures give 
statistically significant results in group comparisons. 
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Many writers have stressed the usefulness of distinguishing between a measured 
intelligence test score and some higher score, which the S is presumed capable of 
obtaining. The hypothetical higher level of intellectual functioning has been des- 
cribed as intellectual altitude ©’, intellectual potentiality “, available intelligence ©, 
intelligence level as distinguished from the functioning intellect“: 2), potential in- 
telligence®: *, intellectual capacity, usable intelligence“, and other terms ac- 


knowledging this distinction. These terms may be grouped together as referring to a 
global concept of ‘‘potential intelligence”’ as distinguished from measured intelligence. 


PROBLEM 

Many techniques have been proposed to estimate a potential intelligence score 
from the profile of subtest scores on the Wechsler-Bellevue (W-B) test. Recently, a 
method has been proposed as a useful measure of potential intelligence, yielding a 
‘potential 1Q score’, and described elsewhere“. Briefly, after the standard ad- 
ministration of the W-B, the S is asked to give a number of additional answers to 
those questions in which he did not obtain full credit. A potential IQ score is then 
calculated based on the highest credit for each item regardless of whether the highest 
credit answer was given on the standard administration or on the additional testing. 
This method elicits answers that are said to be ‘‘potential,’’ but which have not been 
elicited during the standard administration. This potential IQ method, however, has 
been found to be wearing and laborious. Therefore, the purpose of this study was to 
determine the degree of relationship between the potential 1Q score and each of four 
scores, derived from commonly used and less laborious techniques of estimating 
intellectual potential. 

MeEtTHop 

Our subjects were 60 neuropsychiatric patients admitted consecutively to the 
Clinical Psychology Service of Fitzsimons Army Hospital, exclusive of military 
prisoners, children, and emergency cases. The mean W-B !Q of this sample was 
100.56 with a S.D. of 15.43. Fifty-one patients were male and nine female. Fifty- 
three were inpatients and seven outpatients. The ages ranged from 17 to 47 with a 
mean age of 24.18 years and a S8.D. of 5.90 years. 

Each S was first given the standard W-B administration on five verbal sub- 
tests: Information, Comprehension, Arithmetic, Similarities, and Vocabulary. Im- 
mediately following the standard administration of the W-B, the Ss were readmin- 
istered the test according to the potential IQ method. This procedure yielded a 
standard W-B IQ and a potential IQ score for each 8S. Four techniques, felt to be 
commonly used in clinical settings, were used to predict the potential IQ scores from 
the subtests of the standard W-B administration: 

1. The variance was computed for the distribution of the five subtest scaled scores from 
each §’s standard W-B protocol and used as an index of intersubtest variability. Variability is 
commonly used as an indication of deviation in intellectual performance resulting from inter- 
ference of one sort or another. Assuming that such interference tends to lower performance on the 
W-B, variance should correlate positively with amount of increase of potential over standard IQ. 

2. Another estimate of potential IQ was obtained by prorating an IQ from the highest W-B 
subtest scaled score. This technique was suggested by Jastak’s) proposal that the top score is 
closely related to ‘‘native endowment’. 

3. An estimate of potential IQ was obtained by prorating an IQ from the standard W-B 
Vocabulary subtest scaled score. This method was suggested by the statements of Rapaport 


1The authors wish to express their appreciation to Dr. Michael Wertheimer for his constructive 
reading of the manuscript. 
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and Babcock“: *) that this subtest is more resistive to decline and is generally more stable than 
the others on the W-B. 

4. A potential IQ estimate was obtained by a weighting of the three highest subtests. This 
method was adapted from one proposed by Jastak “ and refined by Whiteman“ for an estimate 
of intellectual “altitude” from all ten subtests. The highest, second highest, and third highest 
subtest scaled scores were multiplied by 2.5, 1.5, and 1.0, respectively, summed, and a prorated 
IQ score obtained. 


RESULTS 

A correlation of .25 was obtained between variance and the amount of increase 
of potential over standard IQ scores, not statistically significant at the .05 level. 
Correlations of .86, .80, and .91 were obtained between the potential IQ scores and 
the 1Qs estimated from the highest subtest scaled scores, the Vocabulary subtest 
scaled score, and the weighting of the three highest subtest scaled scores, respectively ; 
all significant beyond the .01 level. There were no significant differences between any 
of the three significant correlations. A comparison of the potential IQ estimates with 
the actual potential IQ scores revealed that the actual potential IQ score is higher 
in almost every case than the estimated potential 1Q regardless of the method of 
estimation. Mean differences of 2.25, 19.47, and 7.53 were found between potential 
IQ scores and estimates based on the highest subtest scaled score, the Vocabulary 
subtest scaled score, and the weighting of the three highest subtest scaled scores, 
respectively; the actual potential 1Q scores were higher in each case. 


DISCUSSION 


These findings are in agreement with the common practice of estimating a 
potential level of intellectual functioning by focusing on the highest subtest or sub- 
tests as a cue for the estimation of a potential IQ score, although they certainly do 
not in any way provide validation for this practice. 

In attempting to predict potential 1Q with these four estimation techniques we 


should consider the possibility of simply predicting amount of increase of potential 
over standard IQ from standard IQ alone. The Pearson product-moment correlation 
between the standard IQ and the amount of increase of potential over standard IQ 
was found to be —.41, significant at the .01 level. The total group of Ss were divided 
into a low IQ group (standard IQs 64-92), a middle IQ group (93-105), and a high IQ 
group (106-137). The correlations between standard IQ and amount of increase of 
potential over standard IQ were —.03, .03, and —.63 for the low, middle, and high 
groups, respectively. Only the correlation of —.63 was statistically significant and 
this at the .01 level. These findings suggest that the standard IQ score is a rather 
limited predictor of the amount of increase of potential over standard IQ in the 
individual case. What prediction is offered by the standard IQ score may easily be 
a result of an artifact, 7.e., the effect of a limited ceiling on high standard IQ scores. 
Despite this reduced ceiling, however, it is interesting that none of the Ss in the 
present sample scored within thirteen points of the actual ceiling or maximum IQ 
score listed by Wechsler“ for the age range of this sample. 


SUMMARY 

Many techniques are used to estimate potential intelligence including a recent 
method of measuring ‘‘potential IQ”. This study compared four estimation tech- 
niques in their ability to predict the potential 1Q scores obtained from a group of 60 
neuropsychiatric military patients. 

The results indicated that three of the four techniques yielded estimates of 
potential IQ which were highly positively correlated with actual potential IQ scores. 
These three techniques were based on (a) weighting of the three highest W-B subtest 
scaled scores, (b) the highest W-B subtest scaled score, and (c) the Vocabulary sub- 
test scaled score on the W-B test. The fourth technique, based on an index of inter- 
subtest variability on the W-B, was not found to be related to the amount of in- 
crease of potential over standard IQ scores. 





288 THOMAS R. THORP AND ALVIN R. MAHRER 


In addition, consideration was given to the possibility of predicting amount of 
increase of potential over standard 1Q from the standard IQ alone. A low correlation 
between these two variables for the total group of Ss indicated poor predictability, 
although these two variables correlated more highly for Ss of high standard 1Q. The 
likelihood that this latter correlation was representative of an artifact resulting from 
the reduced ceiling on high IQ scores was suggested. 
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A COMPARISON OF THE COLOURED PROGRESSIVE MATRICES (CPM) 
WITH THE WECHSLER ADULT INTELLIGENCE SCALE (WAIS) 


IN A NORMAL AGED WHITE MALE POPULATION! 
BORIS M. LEVINSON 


Psychological Center, Graduate School of Education, Yeshiva University 


PROBLEM 

Raven) suggests that CPM be used in evaluating the intelligence of the aged 
as he feels it is more valid than the Standard Scale. He recommends that, in those 
cases where a testee solves successfully ‘‘most problems in Set B”’, the balance of the 
Standard Scale (namely, Sets C, D, and E) should be administered. In order to de- 
rive a percentile rating for the examinee, the scores secured on Sets A and B of 
CPM should be added to the scores secured on C, D, E of the Standard Scale and the 
performance should be evaluated accordingly. 

Orme“) administered the CPM to 51 subjects: 32 persons aged 61 to 70, and 
19 persons aged 71 to 80. These were volunteers from the Dumfries Old Folks Social 
Club to whom “four physically fit residents of old people’s home” were added. He 
found for the age group 61 to 70 that the mean age was 66.87, SD 3.25, and CPM 
score was 21.41, SD 5.62; for age group 71 to 80, the mean age was 74.47, SD 2.30, 
and CPM score was 20.84, SD 5.91. The correlation of CA and CPM was .09 for 
first group and —.26 for second group“: »- “®. This is CPM’s normative aged 
sample: P. 38), 

The purposes of this study were: (a) to determine the validity of CPM for aged 
white males, (b) setting up norms based upon normal white aged males attending 
golden age clubs, (c) revising the instructions for administering the test, and (d) to 
suggest an abbreviated scale. 


'The writer wishes to acknowledge the assistance of his wife, Ruth, who has done most of the 
statistical computations but refuses to become a junior author. 
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PROCEDURE 

White men in attendance at various day centers of the New York City Depart- 
ment of Welfare participated in this study. Volunteers were also secured from golden 
age clubs run by private social organizations. The CPM and WAIS were admin- 
istered to these men. Individuals with sensory and motor deficiencies preventing 
their completing the WAIS and CPM, or exhibiting deviant behavior, were excluded. 
Eighty-nine cases were found who had a complete WAIS as well as a valid CPM; 
20.22 per cent were native born. The population was divided into three groups: 
60-69, 70-79, and 60-84. 


RESULTS 

Table 1 presents the means and SD’s of CA, WAIS, and CPM and the correla- 

tions of CPM with CA and WAIS. The mean WAIS IQs for the three groups are 
TABLE 1. MEANS AND SDs oF CA, WAIS, anp CPM; AND THE CORRELATIONS 

oF CPM wirs CA anv WAIS 


60-69 78 60-84 





N 53 3: 89 
CA: Mean 64.47 : 68.71 
SD 2.89 ; >. 09 
WAIS Full: Mean 101.26 O§ 18 
SD 18.09 5.82 
WAIS Verbal: Mean 4.19 3.56 3.67 
SD 7.92 3. 9.31 
WAIS Performance: Mean 97 .09 93 .66 96.76 
SD 70 9.3: ). 20 
CPM: Mean 26.36 22.75 24.83 
SD §.17 4.96 5.59 





Coloured Progressive Matrices 
r 

CA —.13 
WAIS Full 65** 
WAIS Verbal 58** 
WAIS Performance 67** 

* 05 level of confidence 

** O01 level of confidence 








about the same, but the WAIS performance IQs are lower than the Verbal IQs and 
decline with age. The difference between the means of the Verbal and Performance 
IQs for the entire population (N = 89) is statistically significant at the 1% level of 
confidence. Note that WAIS Full, Verbal and Performance IQs have moderate 
correlations with CPM at ages 60-69, and while the correlations at ages 70-79 are 
still significant at the 5% level of confidence, they are considerably lower. These 
correlations indicate, if we are to assume that the WAIS is a valid test of intelligence, 
that CPM measures some of the same factors as WAIS. The decrease in correlation 
between WAIS and CPM at ages 70-79 may be due to (a) artifacts of the CPM 
sample, or (b) the artifacts of the WAIS sample, which at the ages under considera- 
tion was not standardized on a representative sample’. With an increase in age, 
there is a lowering of the CPM score, so that by age 75-79 (Table 2), the mean CPM 
score is equal to 20.77 (average CA 76.69) equivalent to an MA of 8 years and 8 
months: »- 36), An analysis of errors made by these men seems to indicate that each 
age group makes qualitatively different errors. 

Score Composition. A comparison of the score composition for the aged group 
and the standard CPM scores does not indicate (with a few exceptions) a close cor- 
respondence between the two. Apparently these tables which are derived from work 
with children cannot be readily applied to the aged. It is to be noted that the lower 
the total score, the greater is the discrepancy between Sets A and Ab. 
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» 2. Score ComposITION oF GOLDEN AGE CLUBs’ SAMPLE AS COMPARED 
Wits CPM Norms® 


Total 


Golden Age Clubs 26 .87 
CPM 
Golden Age Clubs 


to 


69 CPM 


70 Golden Age Clubs 
to 
74 CPM 


75 Golden Age 
to 
79 CPM 


60 Golden Age Clubs 
to 
84 CPM 25 10 


We may further note that while the differences between scores A and Ab for 
ages 60-64, and 65-69 is rather small, it is considerable for ages 70-74 and 75-79. Set 
Ab which, thus, appears to contribute little to differentiation of the intellectual 
ability of the aged at ages 60-69, does so at more advanced years. 

The mean score for Sets A-B was 16.26 with an SD of 3.65. The correlation 
between Sets A-Ab-B with Sets A-B is .98. We recommend that when a brief test 
of mental ability of the aged is needed, that Sets A and B be administered to men 
aged 60-69, and with a little more circumspection to men over 70. 


TABLE 3. PERCENTILES FOR Sets A, Ab, B anp Sets A, B 


CPM” Set A Set Ab Set B Sets A-B 
70-79 60-84 60-84 


70+7 


60-69 
99 99 
98 99 99 
96 98 
92 95 
89 
85 
83 
80 
72 


69 
61 
53 
49 
46 
38 
27 
21 
16 
15 
10 


7 
6 
9 


1 
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Table 3 presents percentiles for Sets A-Ab-B, and Sets A-B. Note that the score 
for Sets A-Ab-B of the sample is higher than that for the English aged group, the 
50th percentile for the English group being at the 27th percentile for our group. We 
tabulated the number of failures after the last success on Set B and noted that only 
10% of the sample made a correct choice after failing five consecutive items (this 
most likely was a chance success), whereas 27% of sample had a correct choice after 
four consecutive failures. It would seem advisable, therefore, to discontinue the 
test after five consecutive failures. 


SUMMARY 

The Coloured Progressive Matrices and the Wechsler Adult Intelligence Scale 
were administered to 89 white men ages 60-84 (average CA 68.71) attending private 
and public golden age clubs. The means and SDs of the WAIS Full, Verbal, and 
Performance IQs were: 100.18, SD 15.82; 103.67, SD 16.31; 96.76; SD 16.20 res- 
pectively, and the mean of the CPM was 24.83, SD 5.59. The correlations of CPM 
with age, Full Scale, Verbal Scale, and Performance Scale were —.37, .56, .49, 
and .55. Percentile norms were set up for the aged population. An analysis of the 
intercorrelations of the Sets, as well as of distribution of test scores, indicated the 
feasibility of the administration of an abbreviated scale consisting of Sets A-B, and 
of discontinuing the test after five consecutive failures on Set B. 
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MATERNAL ATTITUDES AND CHILDREN’S INTELLIGENCE 
JOHN R. HURLEY 


Michigan State University 


A recent article by Drews and Teahan®? deals with responses of mothers of 
selected groups of junior high school children to three abbreviated sub-scales from 
Shoben’s®) Parent Attitude Survey. These children were high and low academic 
achievers representing Gifted and Average levels of intelligence; they had mean 
Stanford-Binet IQ scores of 137.9 and 110.4, respectively. From their data these 
authors conclude “that high achievers appear to come from a family atmosphere 
where the adult knows what is best for the child, and where the adult standards are 
not questioned’’; also, ‘‘it was found that the mothers of high achievers were more 
authoritarian and restrictive in the treatment of their children than the mothers of 
low achievers. The parents of high achievers also seemed to have more punitive 
attitudes with respect to child rearing.” ® P- **! 

Making these conclusions especially provocative is their apparent conflict with 
the widely quoted observations of Baldwin, Kalhorn, and Breese“. These latter 
investigators earlier found that the most highly intelligent children in their study 
came from families characterized, after extensive scrutiny, as being ‘‘Acceptant- 
Democratic” and ‘‘Acceptant-Democratic-Indulgent” in child rearing practices, 
while more ‘‘Autocratic”’ and “Rejectant”’ families tended to produce less intelli- 
gent children. It is noted that the “‘less intelligent’’ children in both of these investi- 
gations were substantially above the national average in terms of mean Stanford- 
Binet IQ score. 

This seeming inconsistency led to further analyses of the Drews and Teahan @ 
data which revealed an oversight appearing to require qualification of the major 
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TABLE 1. MEANS AND DIFFERENCES BETWEEN THE MEANS OF Moruers’ Scores ON ATTITUDE 
ScaLes GrouprepD AccorRDING TO THEIR CHILDREN’s LEVELS OF INTELLIGENCE AND 
ACADEMIC ACHIEVEMENT 


Means of Mothers’ Scores on Attitude Scales 
N Dominating Ignoring Possessive 











Average 28 34.14 26 .32 25.10 
Children’s Intelligence 

Gifted 40 28 .95 24.58 21.50 
Differences between Mothers’ Means: 5 .19t .T4TT -3 .60T 


Low 29.2 23.41 22.91 
Children’s School Achievement 
High 32.§ 27. 23 .06 


Diffe erences between Mother ars’ Means: a 3. 0.15 


tInve rse to, and numeric: sally greater than, the corresponding differences between School Achieve- 


ment levels. 
ttInverse to, but lesser than, the corresponding School Achievement levels difference. 
*Significant at beyond the .001 level of confidence. 


conclusion. Table 1, which summarizes these analyses, discloses that two of the 
three maternal attitude variables used in this study relate even more highly to the 
intelligence level than to the academic achievement level of these children.! It is 
plain from this view of the data that the mothers of the Average youngsters tended 
to score as more dominating, more ignoring, and more possessive than did the Gifted 
children’s mothers. This seems particularly notable because these two groups of 
mothers did not differ significantly in level of education. Quite puzzling, however, 
is the clear evidence that these maternal attitude variables relate to the intelligence 
of these children in a direction opposite to that previously described®) between 
academic success and the same attitude measures. 

This ‘‘second look” at the Drews and Teahan data points up both the substan- 
tial and complex nature of relationships between maternal child rearing attitudes 
and children’s behavior. For, although the mothers of the Gifted children were 
markedly less dominating and possessive than the average children’s mothers, 
within each intelligence level it was earlier shown? that the mothers of the high 
academic achievers were more dominating and ignoring than the low achiever’s 
mothers. This perplexing reversal of the direction of association between intelli- 
gence and scholastic achievement, as each relates to the employed maternal attitude 
measures, makes it difficult to draw any broad conclusions from these data. The 
interpretation that some middle degree of maternal domination has an ‘‘optimal 
positive impact’’ upon both the intelligence and the academic success of the child 
does appear to be consistent with these findings. 

tesolved, however, is the apparent conflict between these newer data and the 
findings of Baldwin, Kalhorn, and Breese“. It is now obvious that in both studies 
the mothers of the more intelligent groups of children tended to be more accepting 
and less dominating in child rearing attitudes than mothers of less intelligent child- 
ren. 
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In personal communications Dr. Drews has emphasized that the primary purpose of the original 
article was to describe the relationships found between academic achievement and maternal attitudes. 
She has agreed, however, that it is desirable to direct attention to the previously unmentioned re- 
lationships between mothers’ scores on these attitude variables and the intelligence of children. Also, 
she has noted this point in an unpublished paper. 





TABLES TO FACILITATE THE COMPARISON OF SUB-TEST SCORES 
ON THE WISC 
A. E. MAXWELL 


Institute of Psychiatry, Maudsley Hospital 
University of London 


PROBLEM 

Clinical psychologists using the WISC often desire to compare a child’s per- 
formance not only on verbal and performance IQs, but also on pairs or sub-groups 
of subtests. To do so, if a test of significance is envisaged, leads to formidable 
statistical problems the answers to which may not be widely known. The aim of 
this paper is to provide the psychologist with tables which facilitate valid tests 
of significance of the kind in question. The problem is treated in two sections: 
First, a method is outlined whereby sub-test scores may be compared in pairs; and 
second, a method is provided whereby the mean of a group of sub-tests may be 
compared with that of another. 


Metuop | 

On page 13 of the WISC Manual? the standard error of measurement of scaled 
scores for each sub-test for each of the three age-groups 714, 1014 and 13% years is 
given. Traditionally when the significance of the difference between two test scores is 
sought, the standard error of this difference is computed by obtaining the square 
root of the sum of the squares of the standard errors of the separate tests (errors be- 
ing assumed uncorrelated) and the ratio of the difference to this standard error is 
referred to the normal distribution. But if the psychologist has before him scores on, 
say, ten sub-tests then there are 45 different ways (10C2) in which he may choose two 
scores from amongst them for comparison and this fact must be taken into considera- 


tion when performing a test of significance of the difference between them. This can 
be done by an adaptation of Duncan’s™? multiple range test. 

Suppose a child’s scaled scores on ten sub-tests of the WISC, where A to E refer 
to Verbal sub-tests and F to J to Performance sub-tests, are 


A B C D E F G H 
10 14 15 17 12 4 16 12 


These scores are first arranged in order of magnitude, thus 


F I A J E H B C G D 
4 7 10 11 12 12 14 15 16 17. 


From Duncan’s Table II of significant studentized ranges for the 5% level of signi- 
ficance the values for p from 2 to 10 inclusive and for n equal to infinity, where p is 
the range and n the degrees of freedom, are recorded (rows 1 and 2 Table 1 below). 
From the data on page 13 of the WISC Manual an average error of measurement 
for the sub-tests is now calculated for each of the three age-groups. These are obtain- 
ed by taking the square root of the average of the sum of squares of the individual 
errors of measurement. They are 1.77, 1.47 and 1.51 for the 74%, 101% and 13% 
year-groups respectively. The values in row 2 of our table are now multiplied by 
1.77, 1.47 and 1.51 in turn to give rows 3, 4 and 5 respectively of the table. 

TaBLe 1. THe MaGniTupeE oF SIGNIFICANT DIFFERENCES BETWEEN SuB-TEsT ScorEs AT THE 5% 
LEVEL FOR DIFFERENT VALUES OF THE RANGE (p) 





6 7 8 9 10 


09 3.15 3.19 3.23 3.26 3.29forn = « 

47 5.88 5.65 5.72 5.82 for 714-yr-group 
4.29 54 4.63 4.69 4.7: o 4.66" 0K ” ™ 
4.41 4.56 4.67 4.76 4.82 4.88 4.92 4.97 “ 13% 
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Now if the child whose scores we have recorded falls in the 13% year-group, 
say, the entries in row 5 of our table are the relevant ones to use. Suppose we wish to 
test if his score of 16 on sub-test G differs significantly from his score of 10 on sub- 
test A. The two scores are first located in the list of scores arranged in order of mag- 
nitude. Next the distance they are apart is noted; this is what is called the range and 
is denoted by the letter p. Scores A and G have five scores between them so that if 
they themselves are included the range is 5 plus 2, or 7. Referring to Table 1 we find 
in row 5 (that is the 131% year row) for p = 7 the value 4.82. The difference between 
scores G and A is 6 which is greater than 4.82, this difference is therefore significant. 

Again if we wish to compare the child’s score of 12 on E with that of 15 on C we 
find p to be 4. For this value of the range a difference of 4.56 would be required for 
significance at the 5% level so that scores C and E do not differ significantly. From 
the last result a number of other insignificant differences can be deduced. If we look 
at the scores as arranged in order of magnitude since C and E do not differ significant- 
ly it follows that the differences (C - H), (C - B), (B - E), (B - H) and (H - E) - 
which lie between them - are not significant either. 

In Table 2 data similar to those in Table 1 but showing how large differences 
must be to be significant at the 1% level are given. 


TaBue 2. THe MAGNITUDE oF SIGNIFICANT DIFFERENCES BETWEEN Sus-TEst ScoRES AT THE 1% 
LEVEL FOR DIFFERENT VALUES OF THE RANGE (p) 











6 10 
.04 : 4.20 forn = « 
15 7.24 oe .388 7.43 for 714-yr-group 
5.94 6.01 6.0 3 6.17 for 10144 “ “ 
10 6.18 6.25 6.% 6.34for 13% “ “ 








Metuop II 


When we come to compare the means of two groups of sub-tests the appropriate 
procedure is an adaptation of that outlined by Scheffé®? for judging all contrasts in 
an analysis of variance. The method can best be illustrated by an example, accom- 
panied by Table 3 from which the magnitude of mean differences which are signi- 
ficant can be read off. 

Suppose that, using the data given earlier, we wish to compare the child’s mean 
score on tests C and D with his mean on tests F, land J. The difference between 
these means is first calculated: it is (15 + 17) /2- (4 + 7+ :11)/3 = 16-7.33 = 8.67. 
If we also assume that the child is from the 103 6-year-group then the average error 
of measurement of the sub-tests (as given above) is 1.47. The standard error of the 
difference between the means eh ae compared is the product of 1.47 and a quantity 
KX, where K? is the sum of the reciprocals of the divisors used when obtaining the two 
means. In our example the first divisor is 2 and the second is 3, so that K? = 1/2 + 
1/3, from which K is found to be 0.9129. The standard error of the difference be- 
tween the two means is therefore 1.34 (7.e., 1.47K). The mean difference of 8.67, to 
be significant, must equal or exceed a quantity which is § times this standard error 
(7.e., must equal or exceed 1.348) where S? is obtained from the variance ratio, or 
F-table, and is (n - 1) times the entry in this table which has (n - 1) and an infinite 
number of degrees of freedom, where n is the number of sub-tests: in our case n is 10. 
The value of S? which we require is 9 X 1.88, so that S is 4.113. This gives the value 
5.51 for 1.348, and as the difference between the means exceeds this value it is sig- 
nificant at the 5% level. 

Now if we look at Table 3 below we find the value 5.51, just calculated, in the 
1014-year column in the row for which ris 3 and sis 2. This indicates how the values 
in that Table may be employed to test the significance of the difference between two 
means based on r and s sub-tests respectively, r and s being interchangeable. 





TABLES TO FACILITATE THE COMPARISON OF SUB-TEST SCORES ON THE WISC 295 


As another example let us compare the mean of sub-tests A, B and C with that of 
sub-tests G, H, I and J. The mean difference is (14 + 15 + 17)/3 - (16 + 12 + 
7+ 11) /4 = 3.8. If on this occasion we asume the child to be in the 74-year group 
we enter column 1 of Table three on the row for which r is 4 and s is 3. There we 
find the value 4.62, and since the difference we are testing is less than this value it is 
not significant. 


TaBLeE 3. THe VALUES WHICH THE DIFFERENCES BETWEEN THE MEANS OF SuB-GROUPS OF ‘T’ AND ‘s’ 
Sus-Tests Must Excerp or ATTAIN TO BE SIGNIFICANT 


5% levels 1% levels 
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SUMMARY 
Tables are provided giving the values which the differences between pairs of sub- 
tests of the WISC, or pairs of means of sub-groups of sub-tests, must attain or exceed 
to be significant at the 5% level and the 1% level of significance. 
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A COMPARATIVE ANALYSIS OF SELECTED GUILFORD-ZIMMERMAN 
TEMPERAMENT SURVEY SCALES WITH THE TAYLOR 
MANIFEST ANXIETY SCALE 
JAMES D. LINDEN AND RAY W. OLSON 
The State College of Washington 


PROBLEM 

This research investigates the relationship between the Taylor Manifest Anxiety 
Scale (MAS) @: 2 4 1 and the Guilford-Zimmerman Temperament Survey (GZTS) 
Emotional Stability (2) and Objectivity (O) scales as measures of anxiety “). Selected 
GZTS scales have been reported to measure not only anxiety but hostility as well ©. 
A second aspect of this study checks into the possible negative relationship between 
these two personality variables“. It has been postulated elsewhere“? that low 
MAS Anxiety scale scores may result from efforts to represent the self in the most 
favorable social light. A third hypothesis examined by this investigation is that a 
negative relationship may be found between Anxiety scale scores and MMPI Lie 
scale scores. Addenda were added to each of these hypotheses to check possible sex 
differences and to compare the performances of high and low anxiety groups with a 
mid-range anxiety group taken from the same incidental sample. 
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METHOD 
The GZTS was administered to 638 Washington State College under-graduate 

students during the fall semester, 1957. Corresponding MAS scores were secured for 
428 of these Ss. All Ss not having such a score were eliminated. T-score equivalents 
were determined for each raw score and these data were employed for all remaining 
statistical computations. The GZTS protocols were next separated into two sex 
groups and each group was ordered according to each S’s MAS Anxiety scale stand- 
ard score. Approximately the upper, lower and middle 27 per cent of each sex sub- 
sample were selected and identified as high, low and mid-range anxiety criterion 
groups, respectively. A three factorial analysis of variance design (sex, anxiety cond- 
itions and inventory scales) with repeated measures across one factor (scales) was 
employed to examine these data® ™). For purposes of statistical convenience, the 
Ns of all criterion groups were made equal to the N of the smallest criterion group. 
Appropriate ¢ tests were made of these data according to Duncan’s sequential an- 
alysis procedure), 

RESULTS 

The simple effects comparing sex with anxiety conditions, sex with scales, and 
anxiety conditions with scales were computed, and appropriate F tests were made 
as shown in Table 1. Significant differences were found for sex performance within 
the high anxiety condition and on the Personal Relations scale. Males within each 
anxiety condition exhibited significant between groups differences, but females did 
not. Criterion group differences were suggested on all scales studied with the ex- 
ception of the Friendliness (F) scale. The significant F-ratio reported for anxiety 
conditions on the Anxiety scale supports the contention that the criterion groups 
were effectively differentiated by the criterion measures employed. Moreover, 
neither males nor females exhibited any between scales performance differences, but 
significant differences were shown within each anxiety condition on the several 
scales analyzed. 
Taste 1. Smpie Errects Computrep For Sex, ANxrery CONDITIONS, 
AND SCALES 


Source of Variation df 


Sex, High Anxiety Condition (HA) 

Sex, Mid-range Anxiety Condition (MA) 
Sex, Low Anxiety Condition (LA) 

Sex, Emotional Stability Scale (£) 

Sex, Objectivity Scale (O) 

Sex, Friendliness Scale (F) 

Sex, Personal Relations Scale (P) 

Sex, Anxiety Scale (A) 

Sex, Lie Scale (L) 

Ss within Sex by Anxiety Conditions 


567. 
l 

190 

132 


bo 
— 
pes pect pest feat pet et pet ed peed 


oO 


Anxiety Conditions, Males ’ 1144.! 
Anxiety Conditions, Females : 92 
Anxiety Conditions, E Scale : 3271 
Anxiety Conditions, O Scale , 3308 . 52 
Anxiety Conditions, F Scale : 316.7 
Anxiety Conditions, P Scale : 1018 
Anxiety Conditions, A Scale 2 11131. 6: 
Anxiety Conditions, L Scale ’ 937 

Ss within Sex by Anxiety Conditions ] 132 
Scales, Males 4 j 86 
Scales, Females j 22.70 
Scales, HA Condition ‘ ) 3739 .87 
Scales, MA Condition ) 219.88 
Scales, LA Condition j 2420.09 
Ss within Sex by Anxiety Conditions by Scales 52.74 


to bo 


4 i 
TRIN Oe 


*Differences significant at the .05 level. 
**Differences significant at or beyond the .01 level. 
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No significant mean differences were demonstrated for the effects of sex by 
anxiety conditions and sex by scales; however, significant differences were found 
among the anxiety conditions by scale means. These means are presented as Table 2. 


TABLE 2. T-ScorE MEANS COMPUTED FOR E FFECTS OF AN XIETY C ONDITIONS BY Be. ALES 


Anxiety a Obje C- F rma P ers. M AS “MMP oy 

Conditions Stabil. tivity liness Relat. Anxiety Lie Total 
High 42.34 42.4 47.43 45.04 63.28 47.93 48.25 
Mid-range 50.85 52. 01 50.21 50.89 48.49 46.76 49.90 
Low 55.62 55.28 51.54 51.86 38.57 53.51 51.01 
Total 49.60 49.85 49.73 49.22 50.11 49.40 49.73 








An inspection of these latter means reveals that low anxiety Ss appear to score higher 
on the Emotional Stability, Objectivity, and Personal Relations (P) scales than do 
high anxiety Ss. Moreover, mid-range Ss seem to perform differently on the F and 
O scales than do either high or low anxiety subjects. On the P scale and the Lie scale, 
these results suggest that low anxiety Ss score in a manner different from either mid- 
range or high anxiety Ss, but these latter groups do not differ from one another. 

At the .05 level, significant mean differences support the inferences cited above 
which concern the GZTS E, O, and P scales. No significant differences were deter- 
mined among the three anxiety conditions for the Friendliness scale. However, the 
performance similarities among the F, O, and P scales suggest a positive relationship 
among all three of these scales rather than a negative relationship between the first 
two and the third as hypothesized. In addition to the differences exhibited among all 
criterion groups on the MAS Anxiety scale, differences significant beyond the .01° 
level were demonstrated between low anxiety Ss and both mid-range and high anxiety 
Ss on the Lie scale, but no differences were shown between high and mid-range 
anxiety Ss on this scale. 

DIscUssION 

These results substantiate the first hypothesis, refute the second, and partially 
support the third. The GZTS Emotional Stability and Objectivity scales, reported 
to measure anxiety, appear to measure the same variable or variables that the MAS 
Anxiety scale is measuring. The GZTS Friendliness and Personal Relations scales 
which were alleged to measure hostility are not shown to be negatively related to the 
Emotional Stability and Objectivity scales. No significant differences were indicated 
among the three criterion groups for the F scale, and similarities rather than differ- 
ences in performance were demonstrated among the F, O, and P scales. It is also 
interesting to note the positive relationship shown between performance on the P 
scale and the MMPI Lie scale. In both cases, low anxiety Ss scored significantly 
higher than did high anxiety Ss. Results of previous research) suggest that Ss 
scoring high on the P scale are attempting to represent themselves favorably. These 
findings support a contention that both high and low scores on the MAS indicate the 
presence of anxiety, only low scores reflect attempts to conceal this anxiety. 


SUMMARY AND CONCLUSIONS 

This research investigates the relationship among the Taylor Manifest Anxiety 
Scale and selected Guilford-Zimmerman Temperament Survey scales. A three 
factorial analysis of variance was computed utilizing GZTS and MAS standard 
scores obtained from an incidental sample of Washington State College undergrad- 
uate students. Appropriate ¢ tests also were made of these data. 

The GZTS Emotional Stability and Objec tivity scales appear to measure the 
same variable or variables that the MAS Anxiety scale is measuring. The GZTS 
Friendliness and Personal Relations scales, reported to measure hostility, were not 
shown to be negatively related to the anxiety measures as hypothesized. However, a 
positive relationship between the Persona] Relations scale and the MMPI Lie scale 
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suggests that Ss scoring high on either of these scales are attempting to portray the 
self in the best possible social light. Thus, midrange MAS scores may be less indica- 
tive of manifest anxiety than either high or low scores. This casts some doubt upon 
those studies that have utilized the Taylor MAS as a criterion measure and have de- 
fined anxious Ss in terms of high scores and non-anxious Ss in terms of low scores. 
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RELATION OF MANIFEST ANXIETY TO SPECIFIC PROBLEM AREAS 
JOHN A. HAMMES 
University of Georgia 


PROBLEM 

Manifest anxiety scales, such as the Taylor A-Scale, have been validated against 
clinical cases and counseling cases“: 7, and test scores shown to be related to such 
personality variables as psychasthenia®: * *), psychopathic deviation, as measured 
by the MMPI“, and neuroticism®’. However, these scales measure subjective 
symptoms of anxiety, e.g., palpitation of heart, sweating, gastrointestinal upset, etc., 
rather than the specific occasions that give rise to anxiety. The present study is an 
attempt to discover the kind, frequency, and duration of problems that may be the 
basis for manifest anxiety in a college population. It was predicted that high-anx- 
ious individuals would have more problems which would be of greater duration, and 
exist in a larger number of behavioral areas, than would low-anxious individuals. 


METHOD 
Materials. Two questionnaires were used in the study. The scale chosen to measure 
manifest anxiety was a version? of the Heineman Forced-Choice Anxiety Scale“, 
which purportedly minimizes the response bias of selecting items favorable in con- 
tent by presenting the Taylor A-Scale items in a more indirect and disguised manner, 
and in a multiple-choice rather than a true-false mode of response. 

The second questionnaire was the Mooney Problem Check List, which con- 
tains 330 items descriptive of personal problems in 11 behavioral areas (Table 2). 
This check list has been found to be very helpful as a counseling device because of 
the specificity and clarity of the items in denoting problem situations, e.g., ‘“Too 
many financial problems,” “Disappointment in a love affair,” ‘Parents expecting 
too much of me,” etc. 
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Procedure. The Heineman scale was given as an “attitude scale” to 256 college 
students, from whom 29 low-anxious (LA) Ss, having scores of 0-6, and 29 high- 
anxious (HA) Ss, with scores of 19 or greater, were selected. In the LA group there 
were 17 meals and 12 females, and in the HA group 13 males and 16 females. Several 
weeks after taking the anxiety scale, the selected Ss were asked to participate in a 
study involving the Mooney Problem Check list. The interim delay between ad- 
ministration of the two questionnaires was intended to minimize the possibility of 
association of them in the minds of Ss. 

The following instructions were given with the Mooney Check List: ‘You are 
about to participate in a departmental project on the value of this questionnaire as an 
aid in counseling students. Your responses will be kept confidential, which is the 
reason you are not to write your name on this form. Follow these steps: (a) under- 
line statements which describe problems that you may have; (b) circle the problems 
that are of most concern to you; (c) beside each circled problem, write your estimate 
of the duration of that problem in terms of months. If you will be frank and sincere, 
you will benefit from taking a questionnaire which will give you a better picture of 
your problems. Any questions?” 


RESULTS AND DIscussION 
Because of heterogeneity of variance, the data were treated by the Mann-Whit- 
ney U Test, a non-parametric technique®’. The obtained differences were in the 
expected direction. HA Ss had a significantly greater number of problems in general 
than did LA Ss, as well as a significantly greater number of problems of ‘‘most con- 
cern” (Table 1). HA Ss also checked problems in a greater number of behavioral 
areas than did LA Ss (Table 1), and had a significantly greater number of problems 
within all areas except two (Table 2). 
TaBLE 1. FREQUENCY AND DURATION OF PERSONAL PROBLEMS IN THE Two ANxIETY GROUPS 
(N per Group = 29) 
Mean Number of Problems Duration Months ya 
Shortest Longest Average Areas 
Group Total* Most Concern} Problem Problem Duration Checked** 





LA 23.1 6.1 8.2 45 24.0 woe 
HA 53.2 15.6 11.2 2. 28.5 9.5 








sani <.0003 << .00004__ 13 2! 20 _.01 


*Possible total = 330 
***Based on one-tailed test because of predictions. 


Surprisingly, however, the differences between the two groups for duration of 
the shortest problem and longest problem, respectively, were not significant, and 
neither was the difference between groups for average duration of the problems of 
“most concern” (Table 1). Apparently, then, the difference between HA and LA 
Ss lies in the quantitative aspect of their anxiety, in terms of number of personal 
problems, rather than in the temporal aspect, in terms of problem duration. 

Present results also appear related to the current controversy on the nature of 
manifest anxiety as measured by A-scales“°). One hypothesis is that high-scoring 
individuals are chronically emotional and, when participating in a laboratory ex- 
periment, tend to bring a higher level of emotionality or anxiety “‘in the door” with 
them than do low scorers. The second hypothesis is that high-scoring individuals 
react more emotionally to novel or threatening situations than do low scorers, and 
this reactivity is elicited in a greater degree in HA Ss in laboratory experiments per- 
ceived as threatening. 

Although, in the present study, the A-scale does not differentiate high and low 
scorers in terms of problem duration, the scale does seem to differentiate the two 
groups in terms of the number of personal problems. It is conceivable that the pre- 
sumed associated anxiety would be greater, in a quantitative sense, for HA Ss than 
for LA Ss. It would then follow that HA Ss, when participating in laboratory ex- 
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TABLE 2. FREQUENCY oF PROBLEMS WITHIN THE ELEVEN BEHAVIORAL AREAS FOR THE Two ANXIETY 
Groups (N PER Group = 29) 


| Mean Number of Problems* 
Area LA 





Health & Physical Development 
Finances, Living Conditions & Employment 
Social & Recreational Activities 
Social-Psychological Relations 
Personal-Psychological Relations 
Courtship, Sex & Marriage 

Home & Family 

Morals & Religion 

Adjustment to College Work 

The Future: Vocational & Educational 
Curriculum & Teaching Procedures 
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*Possible total problems per area = 30. 
**Based on one-tailed test because of predictions. 


periments, would indeed bring ‘‘in the door’’ with them a higher existent level of 
anxiety. The possibility that HA Ss would also present a higher potentiality for 
further anxiety arousal, favoring the situational or reactivity hypothesis, cannot be 
determined from the present study. 


SUMMARY AND CONCLUSIONS 
This study attempted to discover the kind, frequency and duration of personal 
problems that might be the basis for manifest anxiety, as measured by an anxiety 
scale, in a college population. A modified version of the Heineman Forced-Choice 
Anxiety Scale was given to 256 college students, from whom 29 low-scoring and 29 
high-scoring Ss were chosen for the administration of the Mooney Problem Check 


List. The latter questionnaire measures personal problems in 11 behavioral areas. 
Analysis of the data indicates the following conclusions: 


1. High-anxious Ss have a greater number of personal problems than do low- 
anxious Ss. 

2. High-anxious Ss have personal problems in a larger number of behavioral 
areas than do low-anxious Ss. 

3. The nature of the difference in manifest anxiety between high and low A- 
scale scorers seems to lie in a quantitative rather than a temporal dimension, since the 
two groups differ in number, but not in duration, of personal problems. 

4. The hypothesis that high-anxious Ss enter laboratory experiments with 
greater existent anxiety than do low-anxious Ss is consistent with the results of this 
study. 
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MANIFEST ANXIETY IN HOSPITALIZED CHILDREN! 
ARTHUR M. KAPLAN? AND A. JACK HAFNER?® 
Washington University School of Medicine 


PROBLEM 
Investigators have observed children of all ages and generally conclude that 
being hospitalized evokes anxiety in children, particularly those children hospitalized 
for surgery. The present study attempted to assess objectively the presence of 
manifest anxiety for a specific age group of surgical and nonsurgical hospitalized 
children by means of the Children’s Manifest Anxiety Scale (CMAS) ®. 


PROCEDURE 

The CMAS was administered to all 10, 11, and 12 year old children admitted to 
St. Louis Children’s Hospital over a six-month period. The first test was admin- 
istered at the time of admission except in those cases where the condition of the 
child was such as to preclude testing. A second testing was done approximately two 
days preceding the child’s discharge from the hospital. Two weeks following dis- 
charge, the child was sent by mail a test form for follow-up testing. The hospitalized 
children were divided into surgical and nonsurgical groups depending on cause for 
hospitalization. The surgical group comprised 111 children and the nonsurgical 
group comprised 85 children. One hundred and twelve fifth grade children attending 
public schools in the St. Louis area served as a control group. They were admin- 
istered the CMAS twice with a one week interval between test and retest. 


RESULTS 

Since no significant sex differences within groups were found on the CMAS, 
group comparisons were made using total groups with sex disregarded. An analysis 
of variance of the first testing for the control group and the hospitalized surgical and 
nonsurgical groups on the anxiety items of the CMAS, did not yield any significant 
differences (F = 2.38). No significant differences were found between the three 
groups for the L scale (lie) items of the CMAS (F = 1.82). All the test-retest product 
moment correlations of the three groups were significant (p <.05) for both the anx- 
iety and L scale items. For the surgical group, the first and second test correlations 
for the anxiety scale items were significantly higher than the first and third test 
correlations (Z = 2.12, p <.05). The same was true for the L scale test correlations 
of the surgical group (Z = 2.34, p <.05). No significant differences were found be- 
tween the test-retest correlations for the hospitalized nonsurgical group. 

A further breakdown of the hospitalized group was made on the basis of single 
and multiple hospitalizations. No significant difference was found, however, be- 
tween the anxiety scale scores for the single hospitalization group and the multiple 
hospitalization group. An attempt was also made to subdivide the surgical group 
into specific kinds of surgery for the purpose of comparing their respective anxiety 
levels. The heterogeneity of the types of surgery was such, however, that the num- 
ber of children falling into the various surgical categories was too small to make 
meaningful statistical comparisons. 

DISCUSSION 

The results of the present investigation were essentially negative. This is con- 

trary to what would be expected on the basis of previous studies of anxiety in hos- 
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pitalized children. This suggests that previous studies may have been in error in 
their observations of anxiety in hospitalized 10, 11, and 12 year olds or that the 
CMAS is not a valid measure of this particular kind of anxiety. From the evidence 
at hand, it appears that the CMAS is not sensitive to this kind of situationally in- 
duced anxiety. The negative findings of Wirt and Broen“)? in their comparison of 
CMAS anxiety levels of clinic and non-clinic children along with the negative find- 
ings of the present investigation raise the question of just what the CMAS does 
measure? 


SUMMARY 
A comparison of anxiety levels as measured by the Children’s Manifest Anxiety 
Scale was made between surgical and nonsurgical 10, 11, and 12 year old hospitalized 
children and a control group of children attending public schools. No significant 
differences in measured anxiety levels were found between the different groups. The 
conclusion drawn from the negative findings was that the CMAS may not be a valid 
measure of situationally induced anxiety. 
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DEFENSIVENESS AND UNWITTING SELF-EVALUATION! 
ARTHUR H. ROGERS AND TERRENCE M. WALSH 
Jacksonville (Ill.) State Hospital and MacMurray College 


Wolff’s®) experimental approach to unconscious processes offers an objective 
instrument for exploring depth psychology. His finding, replicated by Huntley, 
that Ss tended to rate themselves either very favorably or very unfavorably when 
they were not aware that they were rating themselves, raises many interesting 
questions. For example, who are the people that react favorably or unfavorably to 
themselves when their guard is down? The present study investigates the influence 
of defensiveness upon self-evaluation without awareness. 

Outwardly, both the self-accepting person and the person with defensively main- 
tained self-esteem share the common appearance of positive self-feelings. Beneath 
the surface manifestation of self-satisfaction however, the defensive person may be 
presumed to have a hidden feeling of self-dissatisfaction. Our hypothesis is that the 
unwitting self-evaluation of highly defensive people shows greater dislike of the 
self than that of moderately defensive people. 


METHOD 


The index of defensiveness was the K scale of the Minnesota Multiphasic Personality In- 
ventory which was constructed so that “a high K score would be found among abnormals with 
normal curves .. . in this operational sense, it can be said that a high K score is indicative of a 
defensive attitude.” “, ». 2°) 

The Ss were 55 female freshmen at MacMurray College, selected on the basis of K scale 
scores on the MMPI. The defensive group consisted of 27 Ss having a T score above 60 on the K 
scale (raw K scores ranged from 18 to 23). The control group included 28 Ss having a T score be- 
tween 45 and 55 on the K scale (raw K scores ranged from 10 to 15). 

Using a masking technique devised at New York University“: *), Ss were shown subliminal 
tachistoscopic exposures of their own photographs (along with photographs of other young 


1This study is adapted from a thesis submitted by the second author in partial fulfillment of the 
requirements for the Master’s degree in psychology at MacMurray College, July 1958, supervised by 
Professor J. C. Crumbaugh. 
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women) and were asked to rate them as to attractiveness. The subliminal photographs were 
masked by the presence of a supraliminal drawing of an expressionless face. Through the photo- 
grapher for the college yearbook, photographs of the Ss were obtained without their knowledge. 
All photographs were in a standard 34 face pose, taken from the shoulders up. All Ss wore a dark 
sweater when they were photographed and had a string of pearls around the neck. 

The photographs were shown by means of a projector-type constant illumination tachisto- 
scope, which contained two double-contact 300 watt Viewlex projectors with five’’ E. F. Luxtar 
Ro Anastigmat F: 3.5 lenses, and Wollensach Rapax shutters with 1.5’’ diaphragm apertures. A 
Cenco Powerstat controlled the illumination of the constant field. The photographs were pro- 
jected by an opaque projector.2 Projection was upon a beaded glass screen 97 inches from the 
tachistoscope, yielding a 20’’ by 20” image. 

Two judges’ rated the photographs on a seven-point scale of attractiveness. Four photo- 
graphs were randomly selected from the photographs rated by both judges as average in at- 
tractiveness to serve as standard stimuli, to be shown to the Ss in addition to their own photo- 
graphs. These four young women did not serve as Ss. 

At the beginning of the experimental session the S was seated in a chair and a two-minute 
time period was allowed for dark adaptation. The only light present in the room was the illumina- 
tion projected from the constant field of the tachistoscope. The recognition threshold was de- 
termined for each S, using a line drawing of a prescee 4 as a test stimulus. Throughout this 
portion of the experiment, as well as the main part of the experiment, the shutter opening was set 
at 1/25 of a second. The illumination was varied in an ascending order of stimulus intensity, 
followed by a descending order. The mean of the ascending and descending series, with the sub- 
traction or addition of an empirically derived correction factor of five volts (to correct the mean in 
cases where perseveration occurred in either the ascending or descending series, respectively), 
was taken as the recognition threshold for each S. Since it has been shown“: ®) that briefly ex- 
posed stimuli near the limen which are supraliminal when presented alone can become subliminal 
when masked by the effect of a consciously perceived stimulus shown immediately after the 
briefly exposed stimuli, we expected that setting the tachistoscope at each S’s adjusted threshold 
would produce a subliminal, but noticeable, registration effect on the perception of the con- 
sciously perceived stimulus. 

A transparent slide containing a line drawing of a relatively expressionless face of a young 
woman was then presented on the screen by the constant-field projector, remaining on for the 
duration of the experiment except for the brief times when the subliminal photographs were 
flashed. The following instructions were read to each S: 

“This is a study of your impressions of very slight differences in facial expression. On 
the screen which you are viewing there appears a drawing of a young woman. With the use 
of a special projector, I am going to change her expression very briefly, and the change will 
be slight. These changes in expression will be projected in pairs, and it will be your task to 
judge which change in expression of each pair is the most attractive, or in other words, which 
one you like the most. You are to report whether you feel that the first or the second is the 
most attractive of the two. I will prepare you by giving two signals, “ready-now.’”’ When 
I say “ready,” watch the screen. When I say “now,’’ there will be a brief flash, slightly 
changing the expression you now see on the screen. After you have been shown a pair of such 
changes report which one of the pair looked the most attractive to you; then the next pair will 
be presented.” 


Each photograph was compared with every other photograph, with a total of ten pairings 
shown to each S. The photographs were shown in a systematically random order, with two sec- 
onds intervening between the presentation of the first and second photograph of each pair, and 
five seconds between pairs of shetugnashe. 


RESULTs AND DIscUssION 
Upon post-experimental inquiry, none of the Ss reported beirig aware that their 
photographs were used in the study. For each S, the five photographs were arranged 
in rank order depending on the number of times each was chosen as more attractive 
when compared with the other four photographs. The critical measure needed to 
test the hypothesis is the rating of the self. Table 1 presents the mean self-ratings 


TaBLeE 1. MEAN SELF-RaTINGS OF DEFENSIVE AND CoNTROL GrRovUPS 








Group 





Defensive 
Control 





*The apparatus was constructed by the Lafayette Instrument Co., Lafayette, Indiana. 
*Thanks are due to Ruby Hembrough and Donna Pohl for serving as judges. 
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of the defensive group and the control group. A rating of ‘‘1” represents a self-rating 
that is the most attractive, while a rating of *‘5’’ represents the least attractive self- 
rating. Table 1 reveals that the defensive group rated themselves significantly lower 
in attractiveness than the control group, thus supporting our hypothesis. The ab- 
sence of a significant difference in the judged attractiveness of the two groups tends 
to rule out the possibility of the extraneous variable of realistic differences in at- 
tractiveness which could account for the difference between the groups. 

Since an objective difference in attractiveness was not discovered, it is plausible 
that the unwitting self-devaluation of the defensive group may have been based upon 
a feeling of self-dissatisfaction which was denied conscious expression in the interest 
of maintaining self-esteem. 

SUMMARY 

This study investigates the influence of defensiveness on self-evaluation without 
awareness. It was hypothesized that the unwitting self-evaluation of defensive 
people shows greater dislike of the self than that of moderately defensive people. 

Using a masking technique of presenting subliminal stimuli in close succession 
to a supraliminal stimulus, 55 female Ss were asked to judge five subliminal photo- 
graphs as to attractiveness. Four of the five photographs were of intermediate at- 
tractiveness. The fifth photograph to be judged was the S herself. The photographs 
had been obtained without the knowledge of the Ss. 

A defensive group, composed of Ss who obtained high scores on the K scale of 
the MMPI, unwittingly rated themselves significantly lower in attractiveness than 
a control group of moderate defensiveness, thus supporting the hypothesis advanced. 
Since two judges did not find any difference in attractiveness between the two 
groups, the interpretation was advanced that the defensive group’s self-devaluation 
may have been based upon a feeling of self-dissatisfaction which was denied con- 
scious expression in the interest of maintaining self-esteem. 


REFERENCES 

1. Eaaun, M. The effects of subliminal stimuli of aggressive content upon conscious cognition. 
Amer. Psychologist. 1958, 13, 355. (Abstract) 

2. Huntiey, C. W. Judgments of self based upon records of expressive behavior. J. abnorm. soc. 
Psychol., 1940, 35, 398-427. 

3. Kur, G. 8., Spence, D. P., Hout, R. R. and Goursvircu, Susannan. Cognition without 
awareness: subliminal influences upon conscious cognitive behavior. J. abnorm. soc. Psychol., 1958, 
57, 255-266. 

4. McKinzey, J. C., Harnaway, 8. R., and Mees, P. E. The Minnesota Multiphasic Personal- 
ity Inventory: VI. the K scale. J. consult. Psychol., 1948, 12, 20-31. 

5. Wourr, W. The experimental study of forms of expression. Charact. and Pers., 1933, 2, 168-176. 





MONOGRAPH No. THE THEMATIC APPERCEPTION TEST 


An Interpretive Lexicon by 
GARDNER LINDZEY, JEAN BRADFORD, CHARLOTTE TEJESSY, ANTHONY DAVIDS 


MOwrcess125 > GUIDEBOOK FOR THESIS COMPOSITION 


by DELL LEBO 


PRINCIPALS OF PSYCHOLOGICAL EXAMINING. Price: 7.50 


AND 


PRINCIPALS OF PERSONALITY COUNSELING _ Price: $6.00 


by FREDERICK C. THORNE, M. D., Ph.D., Editor, Journal of Clinical Psychology 


Order From: JOURNAL OF CLINICAL PSYCHOLOGY 
5 Pearl Street Brandon, Vermont 














A RESEARCH NOTE ON THE K SCALE OF THE MMPI AND 
“DEFENSIVENESS”* 


GERALD F. KING AND MARVIN SCHILLER 


Michigan State University 


PROBLEM 

Introduced by Meehl! and Hathaway “?, the K scale was designed as a suppressor 
variable for detecting certain test-taking attitudes on the MMPI. Relatively low 
scores on the scale supposedly represent ‘‘plus-getting’’ (faking bad), while higher 
scores indicate ‘‘defensiveness”’ (faking good). Even though the K scale has been 
employed in a multitude of studies since 1946, there is still uncertainty as to what it 
measures. Other investigations indicate that in addition to, or instead of, test- 
taking attitudes the K scale may measure what might be called ‘‘adequacy of ego 
functioning.’’ Sweetland and Quay conclude from their research findings that “‘... K 
measures not only the degree of ‘defensiveness’ or ‘plus-getting’ with which a person 
takes the MMPI, but that it may also be a measure of healthy emotional adjust- 
ment’’‘ P. 316), Feldman ®? obtained MMPI results which led him to suggest that 
“plus-getting”’ in a normal record may be a sign of “realistic self criticism and good 
ego-strength.”” In reporting a study of the concurrent validity of the K scale, this 
note provides some limited information on what is measured by the K scale. 


MeETHOD 
Subjects and setting. The Ss were 60 male problem drivers who, due to an ex- 
cessive number of violations or accidents, had been summoned to the Driver and 
Vehicle Services, Office of the Secretary of State (Lansing, Michigan), for a re- 


examination interview. The ages of the Ss ranged from 17 to 62 years (M = 25.67, 
SD = 9.04), with level of education extending from 8 to 16 years (M = 11.82, 
SD = 1.99). The Ss were aware that, as a result of the re-examination interview, they 
could lose their driving permits. When the importance of a driver’s license in our 
society is considered, it can be assumed that there were strong elements of anxiety 
in this real-life situxtion, one that could be expected to elicit defensive behavior. 


Procedure. Prior to the re-examination interview, the Ss were administered a 
battery of tests which included the K scale, Barron Ego-Strength (2s) Scale“, and 
the DDB Inventory“. The latter instrument yields a “‘defensive’’ score (D), de- 
signed to measure defensiveness against accepting personal responsibility for one’s 
traffic record. A high D score, as on the K scale, is interpreted as indicating that the 
S is attempting to place himself in a good light (faking good). 


RESULTS AND DISCUSSION 

A significant negative correlation was obtained between K and D (r = -.32, 
p < .02), and an insignificant correlation of -.18 between D and Fs. The relationship 
between K and /s was statistically significant and positive, the r of .26 (p < .05) 
being of the same order as that reported by Barron“? and Lipman. The pattern 
of the correlations indicates that high scores on the K scale, although supposedly 
indicative of a defensive test-taking attitude, are associated with functions pertain- 
ing to ego-strength rather than defensive behavior. In emphasizing a slightly differ- 
ent interpretation, it can be said that faking good on the K scale is not the same as 
faking good on the D scale. On the matter of the relationship between K and ego- 
strength, it might be pointed out that, contrary to Feldman’s®? suggestion, ‘“‘de- 
fensiveness,” not ‘“‘plus-getting,’”’ on the K scale is related to high or good ego- 
strength. 


*Based on data from a project supported by the Highway Traffic Safety Center, Michigan State 
University. 
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The results should be tempered with a word of caution. Previous research “ 7? 
indicates that K, D, and Es are al! contaminated with the response set ‘“‘acquies- 
cence,’’ which makes any correlations obtained with these scales difficult to interpret. 
In fact, the K scale, in which all but one of the items are keyed in the same direction, 
was found to be so highly saturated with acquiescence that its diagnostic value 
would seem to be very limited. 


SUMMARY 

The purpose of this note was to provide information on what is measured by 
the K scale from-a study of its concurrent validity. Data were obtained from a 
group of problem drivers, who were administered a battery of tests in a real-life 
setting conducive to eliciting defensive behavior. The pattern of correlations among 
the tests suggested the interpretation that high scores on the K scale are more 
closely related to level of ego-strength than they are to defensive behavior. Previous 
research on the response set “‘acquiescence”’ was introduced as a strong caution in 
assessing the results. 
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THE VALIDITY OF THE TAULBEE-SISSON MMPI SCALE PAIRS 
IN FEMALE PSYCHIATRIC GROUPS 
DONALD L. LOY 
Norfolk (Nebraska) State Hospital and Outpatient Clinic 


In recent studies Taulbee and Sisson®) and Taulbee®? reported 16 MMPI 
scale pairs! which significantly differentiated two criterion and five validation groups 
of neurotic and schizophrenic patients. Cut-off scores were presented which identi- 
fied the patients at a very high level of confidence, and better than five judges did. 
The findings were discussed with respect to differential diagnosis and behavior pro- 
cesses. All of the subjects in the previous studies were males. The purpose of this 
study is to determine if the scale pairs, derived from groups of male neurotic and 
schizophrenic patients, apply as well to female neurotics and schizophrenics, using 
the cut-off points suggested by the authors. 


PROCEDURE 
The subjects used in this study were all adult female patients at the Norfolk 
State Hospital and Outpatient Clinic. There were 15 outpatient and 16 inpatient 
neurotics and 5 outpatient and 43 inpatient schizophrenics. The MMPI profile of 


1The scale pairs are: Hs greater than Hy, Pd, Mf, Pa, Pt, Sc, and Ma; D greater than Pd and Pa; 
Hy greater than Pd, Mf, Pa and Ma; and Pt greater than Mf, Pa, and Sc. 
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each patient was examined to determine the number of scale pairs present. The pro- 
file was then classified as being that of a neurotic or schizophrenic, or was considered 
to be ‘“‘indeterminate,’’ depending upon whether the total number of scale pairs fell 
within the range of 13-16, 0-6, or 7-12, respectively. 


RESULTS AND Discussion 

Using the cut-off points suggested by the authors, the results revealed that the 
31 neurotics were classified as follows: 13(42%) as neurotic, 2(6%) as schizophrenic, 
and 16(52%) as indeterminate. Of the 48 schizophrenics, 33 (69%) were classified as 
schizophrenic, 2(4%) as neurotic, and 13(27%) as indeterminate. The X? value ob- 
tained on correct and incorrect classifications, not considering the indeterminate 
group, was 29.02 which is significant beyond the .001 leve' 

These results confirm the validity of the scale pairs in differentiating neurotic 
and schizophrenic females. The primary difference between this study and previous 
studies utilizing male subjects was a decrease in the percentage of correct classifica- 
tion of the neurotics. There was, however, a corresponding increase in the correct 
categorization of the schizophrenics. A very likely explanation for this difference is 
that veterans may receive more secondary gain from somatic complaints than a non- 
veteran group of females. The Hs and Hy scales, which contribute to 11 of the 16 
scale pairs, are elevated by somatic complaints. A greater number of physical com- 
plaints would, therefore, tend to increase the scale pair score. This could account 
for not only the more accurate classification of the female schizophrenics but also the 
less accurate categorization of the female neurotics. Sharper discrimination may be 
possible either by deriving new scale pairs for females or by devising new cutting 
scores. Either possibility entails new validation groups, which seem unwarranted in 
view of the very low number of false positives and high percentage of correct classi- 
fications in the present study. 

An examination of invalid profiles’, not included in the above results, revealed 
that the two groups were still properly classified at a level greatly exceeding chance 
(X? = 15.21). There was not a significant difference between the percentage of cor- 
rect classifications on the valid and invalid profiles. Many more profiles were placed 
in the indeterminate category, however. The implication seems to that these scale 
pairs can be used even with “‘invalid”’ profiles. Their use will result in more indeter- 
minates, but will result in only slightly more incorrect classifications. 


SUMMARY 
In previous studies Taulbee and Sisson reported 16 MMPI scale pairs which 
significantly differentiated between several groups of male neurotics and schizo- 
phrenics. The present study presents the result of the application of these scale pairs 
to female psychiatric patients. The findings suggest that the scale pairs are also ap- 
plicable to groups of female neurotic and schizophrenic patients. 
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THREAT AND DIRECTION OF AGGRESSION 
E. PHILIP TRAPP 


University of Arkansas 


In personal constructs theory, threat is conceived as the individual’s aware- 
ness of imminent comprehensive change in his core constructs. For a person to be 
threatening, according to the theory, he would have to be perceived capable of dis- 
rupting the perceiver’s conception of his own ongoing development. Some evidence 
in support of this conceptualization of a threatening person was reported by Land- 
field °: *) in two separate studies. The first study showed that a person is perceived as 
threatening if he tended to exemplify what the perceiver himself once was but no 
longer is (exemplification hypothesis) or if he appears to expect the perceiver to be- 
have in the old way (expectancy hypothesis). The second study, relating threat to 
self-uncertainty, showed that individuals tended to regard their own behavior less 
predictably in social situations involving threatening acquaintances then non- 
threatening acquaintances. 

The present research was designed to extend this orientation towards threat 
into the area of group behavior. In the context of personal construct theory, it is 
postulated that the threatening individuals in a group are those persons most likely 
to induce the greatest changes in the core constructs of the other members in the 
group. The hypothesis is offered that such persons may be predicted from person- 
ality characteristics. As one possible consideration, the most threatening members 
of a socially oriented group should be those members with the greatest tendency to 
externalize or direct outwardly their aggression in frustrating situations. The logic is 
based on the deduction that the extrapunitively-inclined person is more apt to focus 
fault or criticism on the other person and, in this process, pressure that person into 
making alterations in his core constructs. The hypothesis may be stated more ex- 
plicitly as follows: Threatening members of a socially oriented group will reflect 
significantly more extra-punitive responses to a set of frustrating situations than 
nonthreatening members of the group. 


METHOD 
Subjects. The Ss consisted of 45 females, aged 19 to 21, from a social sorority at the 
University of Arkansas. They had lived in the same sorority house for a period of at 
least eight months prior to the collection of the data. Their social-economic back- 
grounds were predominantly upper middle-class. 


Procedure. The experiment consisted of obtaining measures of threat and of direction 
of aggression. 

The measure of threat was obtained in two ways. One technique involved a 
random arrangement of the names of the Ss into nine groupings, each group con- 
taining five names. Each S was given a copy of these groupings with the following 
instructions that were read aloud to them. 


Let us imagine that your sorority has decided to set aside an evening each week to entertain 
informally ten guests at the sorority house. The guests will be members from other sororities who 
will be selected on a chance basis. Each of the group of girls listed below have been selected to do 
the entertaining for a given week. You are to mark an “‘X” beside the name of the girl in each 
group that you think the guests would be most comfortable with or feel most at ease with during 
the evening. 


The second method of obtaining a threat measure involved selections made 
directly from the full membership list. After the Ss had completed the assignment 
described above,.they were read the following set of instructions. 

Now from the total list of names of your sorority sisters, write on the space below the names 
of five girls with whom, in your opinion, the guests would be most comfortable or at ease during 
the evening. 
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As a rough reliability indicator, the last item on the rating sheet read: Were I 
to fill out these forms at another time, I believe my judgments would (circle proper 
statement): tend to be very similar; tend to agree more than disagree; tend to dis- 
agree more than agree; tend to be very dissimilar. 

The direction of aggression measures were obtained by employing a predeter- 
mined set of the test situations from Rosenzweig’s Picture-Frustration Study. Only 
ten of the original twenty-four test situations were used in order that the entire 
experiment would not exceed an hour of the Ss’ time. The selections were based on 
the findings of a previous study “ on which a comparable group of Ss were employed. 
The criterion was the test situations which elicited the greatest variety or breadth of 
responses. These were test situations 1, 3, 6, 11, 13, 14, 16, 17, 20, and 21, respective- 
ly. They were reworded to adapt to the specific characteristics of the group studied, 
and were presented as follows. 

Below is a list of 10 social situations. Imagine that you are the young lady involved in each 
case. Write what you think you would most likely say under the given circumstances in the 
space provided below each situation. 

Situation I. A man is driving a car and splashes mud on a young lady. The man says: “I’m 
sorry I splashed your clothing just now, though I tried hard to avoid the puddle.” 

Situation IT. Two young ladies are sitting in a movie behind a woman wearing a large hat. 
One of the young ladies says to the other: ““You can’t see a thing.’ 

Situation IIT. The scene is a library. A young lady has four books in her arms. The librar- 
ian says to her: “The library rules permit you to take only two books at a time.” 

Situation IV. A young lady has just gotten out of bed at 2:00 a. m. to answer the phone. 
A young man at the other end of the phone says: “Pardon me—the operator gave me the wrong 
number.” 

Situation V. A young lady had made a business appointment and has just arrived at the 
scheduled time. The young man says to her: “I can’t see you this morning even though we made 
the arrangement yesterday.” 

Situation VI. Two young ladies are standing outside on a cold snowy day. One young lady 
says to the other: “‘She should have been here ten minutes ago.” 

Situation VII. A young lady tried to pass a car driven by a young man and a collision re- 
sulted. The young man says to her: ‘‘You had no right to pass me.”’ 

Situation VIII. A young lady cannot seem to find the car keys. Another young lady says 
to her: ‘‘This is a fine time to have lost the keys.” 

Situation IX. A party has been thrown and two young ladies have not been invited. One 
young lady says to the other: “I wonder why she didn’t invite us?” 

Situation X. A young lady has just been talking about another woman to a friend. Another 
young lady says to her: ““The woman about whom you are saying those mean things was in an 
accident yesterday and is now in the hospital.” 


The total data were obtained in one group session in approximately an hour. 
The forms were coded to insure anonymity for the Ss. 


RESULTS AND DIscussION 

The threat score for each S was determined by combining the tallies she re- 
ceived on the two parts of the rating form. Thus, a high score would reflect low 
threat value and a low score would reflect high threat. The Ss were then ranked 
according to the magnitude of their scores. High agreement, incidentally, was found 
in comparing the rankings of the Ss on the two separate measures of social threat, 
but the combined total was used because of the greater stability provided. 

When questioned on the certainty of their ratings, 74 per cent of the Ss thought 
that on a repeat performance they would tend to give very similar results, 24 per 
cent thought they would tend more to agree than disagree, and only 2 per cent stated 
they would tend to disagree more than agree. 

A dichotomous classification scheme was used in the treatment of the data re- 
lating to measures of direction of aggression. Each S was assigned to either an extra- 
punitive or intropunitive category. This was determined by first scoring S’s res- 
ponses to the ten test situations according to the rules outlined by Rosenzweig“. 
The total number of extrapunitive responses was then compared to the total number 
of intropunitive responses with the larger total determining S’s category. 
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In the statistical treatment of the data, the Ss scoring in the top third on the 
measure of threat (N = 15) were compared with the Ss scoring in the bottom third 
(N = 15). A chi square analysis with Yates’ correction for continuity was performed 
and the results are presented in Table 1. An inspection of Table 1 shows that a sig- 


TABLE 1. DrrecTIon oF AGGRESSION AND SocrtaL THREAT LEVEL: 
OBSERVED AND EXPECTED FREQUENCIES 


Extrapunitive Intropunitive 


High threat 10 





12.5 


Low threat 10 
7.5 





nificant difference was obtained between the two groups (X? = 3.74; P <.05) be- 
yond the 5 per cent level of confidence. The results thus support the hypothesis that 
the most threatening members of the group were those members who tended to be 
more extrapunitive in their reactions to frustrations. 

Since acquaintances in the group varied in time from eight months to three 
years, the data were analyzed to see if the variable of familiarity might have con- 
taminated the results. That is, if the high threat group contained the newer members 
of the sorority, one could argue that this factor made the group more threatening 
rather than their extrapunitive tendencies. The mean time in the sorority was com- 
puted for both the high threat group and low threat group, and no significant differ- 
ence found. The familiarity variable appeared to have been adequately controlled. 

The intelligence factor was also investigated to see if it may have influenced 
the results. The ACE scores of the two groups were compared and, again, no signifi- 
cant difference was found. 

Some caution should be exercised regarding the generality of the findings. It 
should be noted that in the particular group studied, a college sorority, skills in 
interpersonal relations would be highly regarded. One would expect a member of 
such a group to be much more threatened by criticisms relating to social behavior 
than a member of some other group with different values. Therefore, our findings 
are mainly germane to socially oriented groups. 


SUMMARY 

The following hypothesis deduced from personal construct theory was tested: 
Threatening members of a socially oriented group will reflect significantly more 
extrapunitive responses to a set of frustrating situations than non threatening mem- 
bers of the group. The Ss, 45 members of a college sorority, rated each other on a 
threat measure and gave responses to ten selected test situations from Rosenzeig’s 
Picture-Frustration Study. The top third of the group on the threat measure was 
compared to the bottom third in terms of direction of aggression tendencies. A chi 
square analysis showed that the high threat group had significantly more extra- 
punitive Ss than the low threat group (X? = 3.74; P <.05), thereby supporting the 
hypothesis. The variables of familiarity and intelligence were investigated and 
found to be adequately controlled. The generality of the findings should be re- 
stricted to socially oriented groups. 
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A VALIDITY TEST OF SELF-IDEAL DISCREPANCY 
AUSTIN E. GRIGG 


University of Texas 


Since the early reports by Rogers“! and Bills, Vance and McLean”? that the 
distance between self and ideal-self could serve as a measure of adjustment, studies 
have shown that the relationship between this self-ideal discrepancy and adjustment 
is not a simple one. Block and Thomas”), for example, found that extreme self-ideal 
discrepancy was associated with maladjustment, but believed that in some cases 
extreme self satisfaction scores may be based on repression and thus need not reflect 
good adjustment, a possibility conceded earlier by Rogers and Dymond“), Recently 
Chase has insisted on ‘‘the need for study of relation between self and ideal self, 
independent of the psychotherapeutic situation.’”’ “: ». 4) In his study, he found that 
both adjusted and maladjusted subjects hold similar conceptions of ideal-self and of 
the ‘‘average other person’’, but that the maladjusted do hold significantly different 
self concepts. Dymond“? has also warned that self-ideal procedures may be invalid 
in the psychotherapeutic situation because of contamination of post-therapy sorts 
with a desire to reflect the therapist’s attitudes. In one study out of the therapy 
situation, Zimmer “*) obtained results that failed to support the contention that the 
magnitude of the discrepancy between self and ideal-self is directly associated with 
conflict measures. He used a word association technique to elicit signs of conflict. 

The present study sought to test in a non-therapeutic setting three hypotheses 
which seem implicit in the reasoning of those who utilize some form of self-ideal dis- 
crepancy measure to evaluate adjustment and/or the outcome of psychotherapy. 
These hypotheses are: 

A. There is a significant positive relationship between magnitude of self-ideal 
discrepancy and a feeling of maladjustment. The frequency of selection of ‘‘mal- 
adjusted”’ adjectives as self descriptive is used to reflect feeling of maladjustment in 
the present study. 

B. There is a significant negative relationship between the magnitude of the 
self-ideal discrepancy and the distance between the meaning assigned to the self 
and that assigned to neurotic. 

C. There is a significant negative relationship between the frequency of selection 
of maladjusted adjectives and the distance between meaning assigned to self and to 
neurotic. 


METHOD 

Studeuts enrolled in an undergraduate class in abnormal psychology were asked 
to indicate the meaning of their ‘‘self’’, their ‘‘ideal-self”’ and ‘‘neurotic’” by Osgood’s 
(8, 9, 10) semantic differential technique. In this study, nine bipolar scales were util- 
ized: three scales for the evaluative factor, three for the potency factor, and three for 
activity. The following scales were employed in this order: strong-weak, sweet-sour, 
sharp-dull, clean-dirty, heavy-light, fast-slow, nice-awful, deep-shallow, and active- 
passive. A given subject’s discrepancy score, t.e., between “‘self’’ and “‘ideal-self’’, 
was obtained by noting the distance between the assigned marks for these two con- 
cepts on each of the scales and then incorporating the results in Osgood’s°? distance 
formula. 

On the second day, the students were asked to check those adjectives from a 90- 
item adjective list that they felt were self descriptive. Three counseling psychologists 
were given the adjective check list and were asked to check those words that they 
felt would be checked most likely by maladjusted college students. Adjectives which 
at least two of the three clinicians agreed upon were keyed as ‘“‘maladjusted” and the 
responses of the students were scored against this maladjustment key. Forty students 
completed all the forms required for this study. 
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RESULTS 
Table 1 gives the means and standard deviations for the distance scores between 
self vs. ideal-self, self vs. neurotic, and for the ‘‘maladjustment”’ score on the ad- 
jective check list (ACL), and also the correlations between these various measures. 
The trend is in the direction of a positive relationship between self-ideal discrepancy 
and maladjustment score on the ACL, as predicted by the first hypothesis, but the 


TaBLeE 1. Means, STANDARD DEVIATIONS AND CORRELATIONS OF THE THREE 
ADJUSTMENT MEASURES 


Mean SD Correlations 





Self-Ideal (SI) 3.83 1.24 SI vs. SN .042 
'Self-Neurotic (SN) 7.10 1.89 SN vs. ACL . 286 
Adjective List (ACL) 5.28 4.81 SI vs. ACL . 245 





findings are not statistically significant (r = .245, p .12). The second hypothesis of a 
significant negative relationship between self-ideal discrepancy and self-neurotic dis- 
crepancy is not verified and no negative trend is apparent (r = .042, p. .38). The 
third hypothesis of a significant negative relationship between ACL maladjustment 
score and self-neurotic discrepancy is not verified and the trend in the data is in the 
opposite direction from that predicted (r = .286, p .08). ‘ 


Discussion 

The failure to obtain results consistent with the kinds of predictions implied by 
those who use the self-ideal discrepancy measure as an operational definition of self- 
esteem? or of degree of adjustment causes some worry about the validity of a 
methodology that does not respond under empirical testing in a grosser and more 
consistent manner in the expected directions. in this connection, it is pertinent to 
recall the experience of Fey “* who was unable to verify predictions implied by ‘“‘self 
theory”’ when he found that acceptance of self was not significantly related to accept- 
ance of others as he measured them. There most likely is a restricted range (in 
terms of adjustment-maladjustment) of the college students who served as subjects 
in the present study, but it would be difficult to rationalize the failure of the trends 
to be in the expected direction on this basis. It may be, of course, that the semantic 
differential technique as employed here is not an adequate and sufficient test of the 
hypotheses tested. 


SUMMARY 

Three hypotheses suggested by “self theory’? were tested by means of the 
semantic differential technique and an adjective check list employed with a sample 
of normal college students. None of the hypotheses was verified, and trends in the 
data were not in the predicted direction in two of the three instances. From the 
results it is concluded that with normai college students, the relationship between 
self-ideal discrepancy and number of maladjusted adjectives checked as self des- 
criptive is not significantly positive (as had been predicted), nor is there a significant 
relationship between self-ideal discrepancy and the distance in meaning assigned to 
self and that assigned to neurotic. Contrary to prediction, in the sample studied, 
there is no significant relationship between self-neurotic discrepancy and use of 
maladjusted adjectives as self descriptive. 


, 
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INFLUENCE OF SOCIAL DESIRABILITY UPON 
RORSCHACH CONTENT": ? 


CESAREO D. PENA 


Mental Health Institute, Independence, Iowa 


PROBLEM 
Psychologists increasingly have emphasized the influence of tendencies to 
respond in a socially desirable manner in psychological tests. With respect to person- 
ality inventories, Edwards pointed to ‘‘the tendency of subjects to attribute to them- 
selves, in self-description, personality statements with socially desirable scale values 
and to reject those with socially undesirable scale values’). The present study 
reports an attempt to extend the construct validity of this concept of “the social 
desirability variable” to a projective technique, the Rorschach test. Our hypothesis 
was that the tendency to respond in a socially desirable direction is a consistent 
response variable extending to personality tests in which the subject has little op- 
portunity to exercise this response set consciously. 


METHOD 

The initial procedure consisted of alphabetical selection, from the files of the 
psychology department of a Veterans Administration hospital, of the case folders of 
30 male neuropsychiatric patients who had taken both the complete Minnesota 
Multiphasic Personality Inventory (MMPI), Group Form, and the Rorschach test 
(at least 10 responses) within two months of each other. A score derived from the 
Edwards" *) 39-item Social Desirability Scale was calculated for each patient. This 
Edwards Social Desirability score (ESD) was the criterion measure for each in- 
dividual’s tendency to respond in a socially desirable manner. 


1The author collected the data for this study while he was a staff clinical psychologist at the 
Veterans Administration Hospital, Northampton, Massachusetts. 

2The author extends his appreciation to Jean Nelson and Louis Nidorf for their many hours of 
careful computational and other technical assistance in the initial stages of this study, to C. James 
Klett for some suggestions as to experimental design, and to Kathleen Atto for her help in obtaining 
raters. The author is also grateful to Leonard Worell for his valuable suggestions during several dis- 


cussions of this paper. 
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A corresponding Rorschach Social Desirability score (RSD), reflecting the 
tendency to attribute socially desirable content to relatively unstructured stimuli, 
was developed for each patient in the following manner: Every scorable Rorschach 
response was typed on separate file cards. All overlapping responses were eliminated ; 
that is, only those responses were retained which possessed, either in grossly dissimilar 
content or in similar content with varying elaborations, potentially significant 
distinguishing characteristics. For example, ‘“‘a group of islands’’ was considered to 
be sufficiently different from ‘“‘an island’ for both responses to be retained; like- 
wise, ‘‘two people’’ and ‘‘two people dancing”’ were considered separate, and so on. 
This first collection consisted of over 500 responses; a trial run showed that these 
were too many to handle in a Q-array. Consequently, 10 cases were eliminated by 
resorting to a table of random numbers®?. This modification left 20 patients with 
312 different Rorschach responses. 

The next problem was to establish a social desirability scale value for each of 
these responses. Five normal male subjects, including four psychiatric aides and one 
pharmacist, volunteered to judge the social acceptability of each Rorschach response. 
These men were relatively unsophisticated concerning psychological tests, had never 
taken the Rorschach test, revealed no history of psychological illness requiring 
treatment, and were considered by their supervisors and peers as being well adjusted 
people. They ranked the responses into an 11-category forced “‘normal]”’ distribution 
determined by the author in accordance with the considerations set forth by Stephen- 
son © for the Q-array, the curve adopted being relatively platykurtic. The details of 
the judging task are contained in the directions given both orally and in writing to 
the five normal subjects: 

I am asking your help in developing a scoring procedure for the Rorschach Inkblot Test. I 
am giving you 312 cards. On each card is a brief phrase which has been given as a response by a 
person when shown an inkblot and asked, ‘What might this look like?’ I should like to have you 
sort these cards into 11 piles according to the degree of social desirability or acceptability you 
think each response has. In sorting, keep in mind this question: How desirable or acceptable 
socially would it be to say that an inkblot might look like this? On the desk before you there are 

11 cards, the one on the extreme left having the words ‘LEAST socially desirable’ on it and the 

one on the extreme right having the words ‘MOST socially desirable’ on it; thus the cards, 
numbered 1 through 11 from left to right, indicate degrees of social desirability from one extreme 
to the other. First spend a few minutes going through the pack of 312 cards to acquaint yourself 
with the kinds of responses there are in general. Then sort them into 11 piles under the cards 
which indicate the gradually increasing scale of social desirability. Finally, go over these 11 piles, 
rearranging the number of cards in each to correspond with the number in parentheses appearing 
at the bottom of the 11 guide cards; for example, you should end up with 9 responses under card 
1, 15 under card 2, 25 under card 3, and so on. As I mentioned before, when you were asked to 
do this for me, this is not a test of your personality; you are simply helping me to develop a scoring 
system which I can use in my psychological work. 


The Kendall Coefficient of Concordance (W) “? was calculated to measure the 
degree of interjudge reliability and was found to be .565. A chi-square test of signi- 
ficance, using the formula z? = k (N — 1)W™?, produced a 2? of 878.575, significant 
at less than the .01 level. A high degree of consistency, therefore, characterized the 
sortings by the five judges. 

Each response was given a social desirability scale value corresponding to its 
mean placement along the 11-category scale of social desirability. All of the Ror- 
schach responses of the 20 patients were then scored for social desirability, and a 
mean RSD Score was given to each protocol. The experimental hypothesis was that 
there would be a significant positive correlation between the ESD and RSD scores 
for the same group of patients. Additional procedures, employed to broaden the 
scope of this investigation, are described in the next section. 


RESULTS AND DIscussION 
The Pearson product-moment correlation between the patients’ social desir- 
ability scores on the Edwards SD Scale and the Rorschach SD Scale (Table 1) was 
— .23, too small to consider significant with a sample of 20°). Though statistically 
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TABLE 1. Ranoes, MepIAns, MEANS, STANDARD DEvIATIONS OF ESD, RSD, 
AND MopiFrrep RSD Scorgs, aND PEARSON r’s BETWEEN THE ESD 
AND THE RSD anp Mopir1ep RSD Scorzgs (N 


ESD {SD Modified RSD 


= 20) 








Range 12-37 5.11-8.42 4.7-9.8 

Median 29.5 6.22 5.95 

Mean 27.6 6.19 6.20 

Standard dev. 7.38 .24 1.24 

Pearson r ESD vs. RSD: -.23 ESD vs. Modif. RSD: -.41* 





*Significant at .05-.10 level. 


non-significant, this negative correlation between the patients’ ESD and RSD scores 
appeared substantial enough to warrant the possibility of a reversal, under certain 
circumstances, of the tendency to respond in a socially desirable direction. To ex- 
plore this possibility, a modified RSD score was obtained for each patient, based 
upon the social desirability scale values of the 111 (out of the original 312) Rorschach 
responses which had been categorized by at least four of the five judges within any 
two adjacent points of the 11-point scale. That is, these were responses with respect 
to whose degree of social acceptability the judges achieved near-unanimity of agree- 
ment. Since some of the Rorschach protocols had only a few of these responses, the 
median rather than the mean value was used as the modified RSD score for each 
patient’s protocol. The product-moment correlation between the patients’ ESD and 
modified RSD scores (Table 1) was —.41, significant at the .05-.10 level (two-tailed 
test). 

These findings suggest that the tendency to respond in a socially desirable man- 
ner is not maintained in a relatively unstructured situation such as that represented 
by the Rorschach inkblots. The hypothesized relationship has not been borne out. 
In fact, there seems to be an inverse relationship between the influence of the social 
desirability variable in the more objective type of personality inventory and its 
influence in the less objective projective test. 

A further examination of the problem presented by the negative correlation 
entailed comparisons among the three, groups of patients in the sample, divided by 
psychiatric diagnosis into five character disorders, eight neurotics, and seven psy- 
chotics. The Mann-Whitney U Test was applied to the differences among the sub- 
groups in ESD, RSD, and modified RSD scores. The sub-groups were essentially 
indistinguishable in both forms of the Rorschach Social Desirability Scale, but the 
character disorders showed significantly higher ESD scores than the neurotics 
(p = .018) and tended to be higher than the psychotics (p = .106); the neurotics 
and psychotics were not grossly differentiated in their ESD scores. 

The tendency to respond in a socially desirable (or undesirable) direction, while 
discernible to a differentiating degree among broadly categorized psychopathological 
groups when the test situation is highly structured and hence presumably amenable 
to conscious manipulation, is not manifested clearly in patients when the stimulus 
situation is a much less structured, projective one in which unconscious tendencies 
are assumed to be more likely to be revealed. It is noteworthy, by inspection of the 
mean criterion social desirability scores of the three sub-groups, that the character 
disorders (mean ESD 34.00) show the greatest inclination to social desirability in 
their overt responses, the neurotics (mean ESD 23.12) show this tendency to 2 much 
smaller degree, and the psychotics (mean ESD 28.14) are somewhere between the 
other two groups. When the total sample was halved into high and low scorers— 
high and low in ESD, high and low in modified RSD—+the nature of the negative 
correlation of .41 was made somewhat clearer. All five of the character disorders 
showed high ESD: three of them “switched”’ to low modified RSD. Six of the eight 
neurotics manifested low ESD; of the five that changed, four changed from low ESD 
to high modified RSD. The psychotics were more variable. 
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SUMMARY 

Social desirability scores on the Edwards SD Scale and on a specially devised 
Rorschach SD Seale for a group of mental patients were compared to test the hy- 
pothesis that the social desirability variable is a response tendency consistently in- 
fluential throughout the range of structured to unstructured test stimuli. This hy- 
pothesis was not borne out; if anything, an inverse relationship appeared to exist 
between tendencies to respond in a socially desirable (or undesirable) manner in the 
more structured personality inventory and the responsiveness seen in the less struct- 
ured personality tests. Scrutiny of sub-groups indicated that, while none was clearly 
distinguishable from each other in the social acceptability of their Rorschach content, 
the social desirability of responses in the inventory type of test was emphasized in 
character disorders, psychotics, and neurotics in descending order. It was also noted 
that the viscissitudes of the social desirability variable was of a constrasting nature 
in the neurotics and character disorders—a tendency to shift from low to high social 
desirability of responses in inventory and projective tests, respectively, for neurotics, 
and vice versa for character disorders. 
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THE PROJECTION OF HOSTILITY ON THE RORSCHACH AND 
THEMATIC STORIES TEST 
BERNARD I. MURSTEIN AND JOHN I. WHEELER, JR. 


University of Portland University of Texas 
M. D. Anderson Hospital and Tumor Institute 


PROBLEM 

Rorschach and TAT data have been held to be complementary, though possess- 
ing some overlap“: *?. Thus the Rorschach, because of its less structured stimulus 
properties, is held to tap the deeper perceptual value systems, while the TAT is said 
to be more sensitive to immediate situational influences. The possibility that the 
content of perceptions elicited by these techniques may be contradictory has re- 
ceived little attention despite the suggestive studies of Shatin®® ". Since a part of 
Shatin’s study concerned itself with aggressive indices on the TAT, and aggressive 
scales ®: 8) measuring hostility on both the Rorschach and TAT were available, this 
area was chosen for investigation. The bypothesis advanced was that the pro- 
jection of hostility on the Thematic Stories Test and the Rorschach are negatively 
correlated. This hypothesis stemmed largely from the belief® that the TAT elicits 
negatively toned stories when the S is secure enough to be influenced by the negative 
stimulus properties of the majority of the cards. Such persons are held to be relative- 
ly free of the need for hostile expression, and accordingly, are not believed to project 
a considerable amount of hostility on the Rorschach. Conversely, persons denying 
the stimulus properties of the TAT may do so because the negative stimulus proper- 
ties affect the S’s own suppressed negative or hostile feelings. Hence, this type of S 
would be more prone to project his hostility in a more unstructured situation (Ror- 
schach) if he were unaware of the implications of the content of his perceptions. It is 
not meant to imply that the content of the Rorschach is not susceptible to distortion 
by suspicious subjects“). Rather, it is a question of degree; the more unstructured 
the stimulus properties of a technique, the less liable is the technique to distortion 
on the part of the subject. 
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PROCEDURE 


The sample consisted of 36 women with proven breast cancer who had been 
treated by either surgery or radiotherapy, or both. At the time of testing, all were 
being seen in the outpatient clinic of the University of Texas M. D. Anderson Hos- 
pital and Tumor Institute, Houston, Texas. None of the women was receiving treat- 
ment at the time of testing, and none was receiving sedatives or analgesics more 
important than aspirin. The mean age of the women was 47.64, range from 33 to 60; 
median age was 48. The socio-economic status of the Ss was generally in the Upper 
Lower-Lower Middle range on the Social Identification Score“: ”. A complete des- 
cription of the sample may be found elsewhere “*?. 

Ten pictures composed this test, six of them being TAT cards. The other four 
pictures (Figure |) were selected from the Caldwell Picture Series (CPS)? which is 
a thematic test in which the central figures are elderly persons. The ten pictures used 
in the present study in the order administered, with a brief description of the CPS 
cards, were 1 TAT; 2 TAT; 3BM TAT; 8 MF CPS (An elderly couple preparing for 
bed, the man, often seen as sick, already in bed and the woman sitting on the edge 
of the bed plaiting her hair) ;3 GF TAT;3MF CPS (The figure of an ambiguous older 
person lying in bed with a cleric reading from a book); 10 TAT; 7 M CPS (An older 
man sitting at a table on which a loaf of bread and a bottle are placed, looking out a 
window at a church building); 13 MF TAT; 13 F CPS (A young woman standing 
with a young girl who is crying, and both are facing a stern looking older woman). 

“The rationale for selecting these pictures involved several considerations. 
Pictures which would elicit fantasy material in the areas of sex, aggression, and re- 
action to pain and illness were especially desired. The last eight pictures of the re- 
vised test outlined above were selected to tap these areas of behavior. The first two 
pictures of the TAT are nearly always utilized in any study employing this tech- 
nique. They are “easy” pictures in that they usually elicit good stories with a min- 
imum of prompting, thereby allowing the patient to work into the set of the test with 
little difficulty. Also, these two pictures are relatively unstructured, compared with 
some of the others used, and for this reason they were selected in order to obtain a 
view of the general fantasy projection “*: P. 42),”’ 

The Rorschach and Thematic Stories Test (TST) were both administered by 
the junior author in the usual manner in successive sessions. The TST also was 
scored for hostile content by the junior author, using a hostility scoring system de- 
vised by Matarazzo), which essentially credits a point for each aggressive word 
used. The senior author used the Rorschach Hostility Scale in scoring the hostile 
content of the Rorschach. This scale weights the expression of hostility according 
to how it is expressed (overt-covert), and who is expressing it (human, animal, im- 
personal). Both scales have reported reliabilities in the .90’s, indicating sufficient 
reliability for the purpose of this experiment. 


RESULTS 

To make the data amenable to treatment by the product-moment coefficient of 
correlation, the Thematic and Rorschach hostility scores were normalized using a 
rank-normalizing method®). The original scores were first ranked and then con- 
verted to T scores on the assumption that the population from which the sample 
stemmed was normally distributed. The correlation between the two variables was 
—.20, not significant at the .05 level. Since earlier studies“* ™) had shown pro- 
ductivity on the TAT to be related to adjustment or intelligence and verbal fluency 
(2) it had been decided prior to the experiment to partial out the effect of pro- 
ductivity for both the Rorschach and TST. The correlation between Rorschach and 
Thematic hostility holding both Rorschach productivity and Thematic word count 
constant was —.41, significant beyond the .01 point for a one-tailed test of signi- 
ficance. The unpartialled variables Rorschach hostility, Thematic hostility, Ror- 
schach responses, and Thematic count are shown in Table 1. 
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Taste 1. INTERCORRELATIONS BetweEN Rorscuacnh Hostiitry Sca.g, 
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RESPONSE Fanqu ENCY, AND TST Worp FREQUENCY 


Rorschac ch TST Hostility R orschach TST Ww od 
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Scale Frequency 





Rorschach Hostility Scale —.20 .40 sae 
TST Hostility Scale 15 . 66 
Rorschach Response 

Frequency .20 








DIscussIOoN 

The verification of the hypothesis advanced that the projection of hostility on 
the Rorschach and Thematic pictures are negatively correlated, seems to call for a 
re-examination of the more familiar hypothesis that the two tests are c omplementary 
with regard to the nature of the material elicited. Consistency of behavior should not 
imply a constancy of behavior. On a highly negatively structured test such as the 
TAT, a person free from hostility may well be able to recognize the often hostile 
stimulus properties of the cards in the stories that he tells. The same person would 
not see much hostility on the Rorschach, which, being relatively unstructured, would 
reflect more of his ‘“‘true’’ personality via his perceptions. Thus, a negative correla- 
tion between the tests would be consistent with regard to his possession of the trait of 
hostility. Conversely, an hostile person might be concerned over denying his own 
hostility since it is considered an unattractive characteristic in our culture. He might 
thus resist the negative stimulus pull of the TAT, and distort by giving bland des- 
criptions to provocative stimuli. The more unstructured Rorschach is less likely to 
offer clues as to what might be considered hostile and therefore increases the proba- 
bility that the person will reveal his hostile perceptions. 


SUMMARY 
It was hypothesized that the projection of hostility on the Rorschach and on the 
Thematic Series would be negatively correlated. The subjects were 36 women who 
were breast cancer clinic patients. The hypothesis was substantiated. Various fact- 
ors determining the manifestation of projection were discussed. 


REFERENCES 

1. CaLpwe.., Betrye M. Caldwell Picture Series. Unpublished psychological test, Washington 
University School of Medicine, 1953. 

2. Epwarps, A. L. Statistical methods for the behavioral sciences. New York: Rinehart, 1954, p. 512. 

3. Harrison, R. Studies in the use and validity of the Thematic Apperception Test with mentally 
disordered patients. I. A quantitative validity study. Char. & Pers., 1940, 9, 122-133. 

4. Henry, W.E. The thematic ee rception te chnique in the pat x of culture- -personality relations. 
Genet. Psychol. aw 1947, 35, 3-135. 

5. M ATARAZZO, J.D. An expe rimental study of aggression in the hypertensive patient. J. Pers., 
1954, 22, 423-447, 

6. McGu irE, C. Measurement of social status. Research Paper in Human Development No. 3, 
Dept. of E \ducational P sychology, Univ. of Texas, 1951, pp. 1-7 (mimeo.) 

7. McGurre, C. Conforming, mobile, and divergent families. Marriage and Fam. Living, 1952, 
14, 109-115. 

8. "MursTEN, B. I. The projection of hostility on the Rorschach, and as a result of ego-threat. 
J. proj. Tech., 1956, 20, 418-428. 

9. Murstern, B.I. Non-projective determinants of perception on the TAT. J. consult. Psychol., 
1958, 22, 195-198. 

10. Swarr, L. Rorschach adjustment and the Thematic Apperception Test. J. proj. Tech., 1953, 

17, 92-101. 

11. Swatin, L. Relationships between the Rorschach Test and the Thematic Apperception Test. 
J. proj. Tech., 1955, 19, 317-331. 

12. Wess, W. B. and Hitpen, A. H. Verbal and intellectual ability as factors in projective test 

results. J. proj. Tech., 1953, 17, 102-103. 

13. Wueeter, J. I. Psychological alteration following the administration of male sex hormones to 
women with malignant tumors of the breast. Unpublished Doctor’s dissertation, University of Texas, 
1955. 





A CLINICAL EVALUATION OF EYSENCK’S 
“OBJECTIVE RORSCHACH”* 
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PROBLEM 

Eysenck? attempted to restructure the Rorschach test for use as an objective 
test of personality. He selected nine responses per card from Molly Harrower- 
Erickson’s Multiple Choice Rorschach, four “‘neurotic’’ and five normal. Subjects 
ranked the responses’ aptness for the blot on a scale of one to nine. A total score was 
obtained by adding up the ranking assigned to the ‘“‘neurotic’’ responses for the ten 
cards. Eysenck found scores obtained by hospitalized psychiatric patients signifi- 
cantly different from those of a normal group, however, with considerable overlap 
between the two groups. He described the Ranking Rorschach as measuring a 
‘“‘neuroticism’”’ factor, with low scores being found in individuals who were disturbed, 
distressed, confused, anxiety-ridden, etc., and high scores being found in individuals 
who were closer to the average, ‘‘normal’’, etc. This study evaluates the use of 
Eysenck’s Ranking Rorschach as a screening procedure to predict response to treat- 
ment and /or indicate relative severity of psychiatric symptoms. 


PROCEDURE 


Case history data, psychological test results, and some follow-up data were 
assembled on thirty-nine consecutive admissions to the Alcohol Clinic and assigned 
rating scores for comparison with the Ranking Rorschach score. Summary evalua- 
tions of each case were made by two psychiatrists, a psychologist and a psychiatric 
social worker following an intake conference. Ali of the available material was re- 
viewed by the investigator and rearranged into a rating of degree of illness along a 
nine point scale. Zero was described as “few or no symptoms, anxiety free’’, one on 
the scale was described as ‘“‘experiencing mild discomfort and distress’’, four on the 
scale was described as ‘‘moderately disturbed but still can function; significant im- 
pairment of ego iunction.’”’ Eight on the scale was described as ‘‘grossly disturbed; 
serious interference with functioning, disturbed reality testing mechanisms.” The 
psychological test folder was indenendently rated on the same nine point scale by an 
experienced psychologist who was not familiar with the study nor with its purposes. 
Psychological tests included the MMPI, the Shipley-Hartford, an eighty-item Sen- 
tence Completion test, some limited biographical data, and the Draw-A-Person. The 
rating psychologist did not have access to the Ranking Rorschachs. The mean 
rating of case folders was 3.7, and the mean rating of the testing folders were 4.6. 
They were not significantly different. 


RESULTS 

Figure 1 shows correlations between Ranking Rorschach scores, clinical ratings 
of the severity of illness, and selected MMPI scales. The Ranking Rorschach does 
not correlate significantly with ratings of test protocols, ratings of intake evaluation, 
the pooled (average) rating of the two sources, or the number of psycho-therapeutic 
sessions the patient attended following intake. The correlation between case history 
ratings and test ratings is surprisingly low, although still significant at the 5% level. 
Of the 11 MMPI correlations with the Ranking Rorschach, two (F and D scale) 
are significant at the 5% level of confidence, and three approach the 5% level. The 
D scale and the Sc scale were significantly related beyond the 5% level with case 
*This project was made possible by a grant from the California State Department of Public 
Health to the University of California Medical Center, Department of Psychiatry, Alcohol Research 

Clinic, Dr. Keith Ditman, Director. 
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ATINGS AND Test MEAsuRES (N = 39). 


Number of 
Test Protocol | Pooled | Therapy 
Rating Rating! Sessions 
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.28* 
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Or 
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*Approaches Significance at 5% level 
**Significant at or beyond 5% level (two-tailed test) 
***Significant at or beyond 1% level (two-tailed test) 


history ratings. It would appear, therefore, that the Ranking Rorschach is only to a 
‘ 5 5 J 
: ° ;. ‘ ; é 
small degree related to other personality test measures of subjective discomfort and 
psychiatric distress. 


SUMMARY 


This study evaluated the appropriateness of the Ranking Rorschach as a psy- 
chiatric screening instrument. The Ranking Rorschach does not correlate signifi- 
cantly with clinical ratings of psychiatric illness and gives only borderline evidence 
of correlation with other measures of personality. The critical nature of the present 
findings when added to Eysenck’s original data suggests that the Ranking Ror- 
schach may not be valid for psychiatric screening purposes with alcoholics. 
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A STUDY OF INCIDENTAL STIMULUS VALUES 
IN THE SZONDI TEST 
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PROBLEM 

The Szondi test is based on the assumptions that needs are innately manifested 
in character structure and that photographs can be employed to reflect the strength 
of these needs. The photographs making up each factor in the test are believed to 
share common stimulus values, which are believed to differ from factor to factor. 
[It has been recognized, however, that not all of the pictures are of equivalent stim- 
ulus value and that populars exist in the test“), suggesting that incidental or fortui- 
tous factors such as age, sex, grooming, attire, etc., influence a subject’s choice of 
photographs. The present study is concerned with the effect of these fortuitous 
stimulus features on Szondi choice. 

It is hypothesized that two groups of factors are operating in the Szondi test, 
i.e., Szondi’s need tensions, and fortuitous factors resulting in differential sensitivity 
to the social desirability of the photographs. If Szondi choice is an interaction be- 
tween a subject’s needs and his perception of these incidental stimulus aspects, 
several alternatives are possible. In a test where social desirability is not controlled 
this interaction should be present as is probably the case with the present arrange- 
ment of cards in the test. A photograph reflecting a subject’s dominant need might 
show socially undesirable incidental stimulus features, while another photograph 
tapping a secondary or less forceful need might show a high social desirability. In 
such cases the secondary photographs are likely to be chosen, resulting in increased 
dispersion of choices over the factors. In a test free of social desirability a subject 
should choose the cards according to his dominant or most forceful needs. This would 
lead subjects to pick only one or two types of cards and as a result there would be 
very little dispersion of choices. If, on the other hand, the Szondi does not involve 
personal needs and incidental stimuli account for the consistency of choice seen in 
the test, reduction of the effect of these stimuli should result in even greater disper- 
sion, or random choice. 

If social desirability is considered an itudependent variable and scatter or dis- 
persion of choices over the factors a dependent variable, two conditions would give 
support to Szondi’s theory. First, a confinement of choices to a small number of 
factors would speak against any randomness of choice which might be anticipated as 
a result of having cards of approximately the same social desirability together. 
Second, any confinement should not always appear in the same factor. If, in a con- 
trolled test, subjects tend to choose all of the cards in one factor as liked, then this is 
a reflection of the high rank order position of the cards in this factor on a social de- 
sirability scale. A marked variability would speak for independence from the effects 
of social desirability, 7.e., total neglect of the cards by some subjects, a marked choice 
of the cards in a liked direction by others, and a marked choice of these cards in a 
disliked direction by still others. 


METHOD 

A 2? factorial design was selected for use in this study. The first binary division 
was with subjects. Increased loadings were believed to be more frequent in clinical 
cases than in a normal population“. The records which display loadings are also the 
ones in which the subjects have most consistently chosen pictures from a limited 
number of factors. It was desirable, therefore, to control for the possibility that 
mental health would influence the results. The subjects were 40 psychiatric cases and 
40 normals equally divided as to sex. The clinical subjects show a wide range of 
psychiatric diagnosis while the normal subjects consisted of medical doctors and 
university students. The average age for the normal group was 25.5, SD 1.8. For 
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the clinical group the average age was 28.6, SD 5.83. The subjects were ordered un- 
systematically to one or the other of the conditions listed below. 

The second division was between tests. The first test was one administration of 
the regular Szondi, in the usual manner®). The second was a modification of the 
Szondi. Each subject receiving the modification was instructed to rank order the 
photographs in each of the eight factors (h through to m) according to his or her 
preference. This resulted in the subject placing in each of the six sets of cards those 
photographs of equal rank value, 7.e., in the first set the “‘h’’ picture with the highest 
ranking was placed along side the pictures from the other seven factors with highest 
ranking. The modification was then administered in the same manner as the regular 
Szondi with the exception that the cards in each set were shuffled to insure that the 
pictures representing each factor did not always appear in the same position. 

The third main division was ‘“‘like’’ vs. “‘dislike’’ choices. It was decided that 
“liked”’ choices should be kept separate from “‘disliked”’ choices as differences in the 
confinement of choice might exist between these two responses. 

A measurement of confinement of choice was necessary and the following was 
employed. In a single Szondi profile the least dispersion either the twelve “‘liked”’ 
or twelve “‘disliked’’ choices can show is when all choices exist in two of the factors, 
t.e., six choices in one factor and six choices in another factor. The most dispersion 
twelve choices over eight factors can show is 22221111. If the number of choices in 
each factor is squared the total of the squares for either “‘liked”’ or ‘‘disliked’”’ choices 
gives scores ranging from 72 for the least dispersed to 20 for the most dispersed. In 
order to simplify arithmetic, the scores were coded x = - —10 which resulted in a 


range of possible scores of 0 to 26. A simple analysis of variance was carried out on 
the total of 160 scores for 80 subjects. 


RESULTS 
A Bartlett’s test of homogeneity was not significant. Table 1 shows the results 
of the analysis of variance. Two sources of variance proved significant, that between 


TABLE 1. ANALYSIS OF VARIANCE FOR CONFINEMENT OF CHOICE ON 
THE SzonpDI AND A MopIFIEpD Szonp1 


Mean 
Source of Variation df Square 





Tests 223 
Subjects 12. 
Scores 100. 
Tests + Subjects 5 
Test + Scores 23 
Scores + Subjects 10. 
Scores + Subjects + Tests 
Within Group 152 10. 
Total 159 


*Significant at the .01 level of confidence. 
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tests, the Szondi vs. the modified Szondi, and that between scores, “liked” vs. 
“disliked” choices. The variance between subjects, normal vs. clinical, was not sig- 
nificant as was the case with all interactions studied. 

Table 2 shows the loaded reactions (four or more choices in one factor) for the 
eight factors. It can be seen that the significant variation between tests and between 
scores found in the analysis of variance is reflected in the difference between the total 
loaded reactions for the Szondi and the modification. Table 2 also shows that there is 
variability with respect to the confinement occurring in the modified test. Six of the 
eight possible loadings in the like direction appear while seven of the eight possibili- 
ties are seen in the disliked direction. 
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Tas_e 2. Tue DistrrutTion oF LoapED REACTIONS OVER THB 
E1eutr Factrors* 








SzonpDI MopIFiep Szonp1 
Normals Clinical Normals Clinical 
+ - + _ + = + = 
h 3 l 7 4 1 8 
- l l 4 5 2 
f 1 l 2 1 2 
hy 1 3 4 1 
K 3 1 2 2 
Pp 5 4 2 
d 2 1 2 2 
m l 2 4 3 
5 11 4 20 8 22 12 


Totals 5 8 





*a loaded reaction consists of four or more choices in one direction. 


DiscUssION 

The results are consistent with the theory that when fortuitous features are 
minimized by a rank order procedure, an increase in the confinement of choices 
occurs. This confinement is marked and is readily observed in routine testing. The 
criterion established for evaluating any increase isi the tendency of choices to be con- 
fined to fewer factors was that this confinement should not always occur in the same 
factor. The distribution of loaded reactions seen in table 2 suggests that the con- 
finement is variable. These results are interpreted as supporting Szondi’s claims re- 
garding the stimulus value of the cards and strongly suggest that factors other than 
those associated with social desirability (age, sex, grooming, etc.) are operating in a 
subject’s choice of photographs. 

The second significant finding occurred between the ‘‘liked” and ‘disliked’’ 
scores and indicates that although a significant confinement occurs in both scores 
the mean values for the ‘‘disliked’’ scores are smaller than those for the ‘‘liked”’ scores. 
Whether this finding is a result of a bias in the photographs, or the difficulty subjects 
have in making negative selections is not known. 


SUMMARY 

An attempt to examine the role played by incidental stimulus values in the 
Szondi photographs was made. The hypothesis was that control of these incidental 
stimulus features would result in confinement of the choices in fewer factors. An 
analysis of variance showed that a significant increase in confinement occurred for 
both “liked” and “disliked” choices, but that ‘‘liked’”’ choices were significantly 
greater in this respect than the “disliked” choices. An inspection of the loaded re- 
actions showed that this confinement varied amongst subjects. It was suggested 
that the results are in genera] agreement with the test theory of Szondi. 
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In the wake of Machover’s monograph? intense interest has been generated in 
the personality determinants of the response to human figure drawings. Swenson 
has recently reviewed the literature in this area, concluding that ‘“Machover’s 
hypotheses concerning the DAP have seldom been supported by the research re- 
ported in the literature in the past eight years’: » #), It was suggested that 
clinicians continue to use this instrument merely because they were impressed by 
relatively few instances where test performance did reflect an individual’s problems. 

The present investigators believe that Machover’s hypotheses may not fully 
delineate the operations of the diagnosing clinical psychologist with respect to the 
figure drawing. It appears that the dimensions of the response, 7.e., the degree to 
which a figure drawing reflects aspects of the self image and personal problems, are as 
yet unclear. Also, the basis for clinicians’ inferences from the drawings is likewise far 
from resolved. Although much research has derived from theoretical orientations, 
there does not appear to be a congruent relationship between personality theory and 
clinical inferences based upon specific indices of figure drawings. For example, we 
question whether many clinicians rely upon specific indices and attempt to relate 
them to specific conflicts. It is suspected, rather, that most clinicians use the draw- 
ing response as one personalized expression of an individual’s general behavioral 
orientation. Needless to say, such a modus operandi is markedly different from pro- 
cedures derived from Machover’s specific hypotheses. 

We propose to investigate factors of personality with which psychodiagnosti- 
cians actually concern themselves when interpreting drawings, 1.e., the dimensions 
of the clinician’s ‘‘working”’ orientation toward figure drawings independent of other 
test procedures. Although the technique may have considerable utility, the dimen- 
sions of this utility and the basis for it need to be objectified. In the absence of such 
articulation and subsequent test validation, diagnosticians who base judgments 
upon the DAP are rightly open to the charge of making unjustified inferences due 
to personal bias. 


PROCEDURE 

A list of twenty-six items was constructed in such a way so that each item con- 
sisted of bi-polar concepts defining a scale of behavioral predispositions or personality 
states with which the clinician is often concerned. These items were divided a priori 
into ‘“‘universals” and ‘‘specifics’”’. ‘‘Universals’”’ are concerned with such general 
dimensions as implied by the bi-polar concepts of ‘‘health-illness’’, ‘‘intelligent- 
stupid’’, or broad behavioral orientations such as ‘“‘active-passive’’. ‘“‘Specifics’’, on 
the other hand, refer to such characteristics of an individual’s personality as unique 
defenses, symptoms, fixation points, and diagnostic formulations. This list was 
given to 32 ABEPP members and candidates, thus insuring a high level of pro- 
fessional experience for each participant. They were instructed to indicate whether 
or not each of the dimensions specified was employed by them in interpreting figure 
drawings. 


RESULTS 
Of the 32 questionnaires distributed, 21 were returned and 2 were discarded 
because the respondents stated they did not use human figure drawings. Chi-squares 





326 JACK ARBIT, MARTIN LAKIN AND ANDREW G. MATHIS 


were determined for each of the twenty-six items. Five items answered in the do not 
use direction yielded distributions significantly different from chance. To these were 
added the five items answered in the use direction with distributions most different 
from chance. The five use items formed a scale of items clinicians apparently utilize 
in their diagnostic work, while the five do not use items constituted a list of areas that 
clinicians feel they do not assess in their evaluations of figure drawings. Table 1 
shows these items and their significance levels. 

Tasie 1. A List or Frve Irems Cuirinictans Empioy ry Evatuatinac HuMAN FicurE DRAWINGS AS 

WELL as Five Items Tuey Do Nor Use wits PropaBiILity LEVELS AND CLASSIFICATION 
(UNIVERSAL-SPECIFIC). 


Scale of Items Used p Class | Scale of Items Not Used p Class 


Self-concept: Clinical alcoholic: 
grandiose-self-depreciating 01 J severe-not present 01 
Psychosexually integrated-not p.s.i 04 | | Hypochondriacal: severe-not present .01 
Integrated-disin tegrated 07 J Intellectualizes-does not 
intellectualize O01 
Hostile-friendly 10 J Overly demanding-not demanding .O1 
Self-confidence: high-low 18 J Introvert-extravert .04 


By noting which of the items had been classified as universal or specific, it was 
possible through the use of a 2 x 2 chi-square to determine whether a relationship 
existed between this categorization and the use-do not use dichotomy. A X? of 6.80 
(p .01) allows us to reject the hypothesis that the distribution of universal and spec- 
ific items within the use and do not use scales is random. All of the items in the use 
scale are universals while four of the five items in the do not use scale are specifics. 

In order to determine the reliability of the universal vs. specific categorization, 
ten clinical psychologists were asked to sort all the items used in this study into one 
or the other group on the basis of the definitions previously noted. Nine of the ten 
items making up the two scales were sorted into the same class as had been assigned 
by the experimenters, and the distributions of all ten were significantly different 
from chance (p. 05). The ‘‘psychosexual integration” item was considered a specific 
trait by the experimenters, but was classified a universal characteristic by the judges. 


DIscUSSION 

We have suggested that research in the area of diagnostic evaluation from 
figure drawings has tended to deal with ‘“‘specific’”’ variables in the drawings. One 
example of this is Goodman and Kotkov’s study “ involving head size in relation to 
repression and inhibitory defenses as suggested by Machover’. Another is Fisher 
and Fisher’s®) investigation of the reliability of clinicians’ interpretation of facial 
expression. In the light of our findings regarding clinicians’ actual usage of drawings, 
it would have been surprising if other than inconclusive or negative results had been 
obtained. A study by Cutter®’ which involved the use of a scale purporting to 
evaluate sexual identification by means of drawing analysis shows the scale to be 
more relevant to general psychological deficit associated with degree of personality 
integration than to sexual identification. 

In all these cases the difficulty seems to be one of ambiguity of diagnostic usage, 
which leads to research unrelated to indices in the drawings, and thus to unjustified 
inferences. The present study supports the argument that personality integration 
is a “universal’’ variable which clinicians do employ in relation to the DAP whereas 
degree of sexual identification is not. In support of this is the study of Albee and 
Hamlin“? who found that clinicians’ ratings of adjustment (a universal) correlate 
significantly with levels of personal adjustment estimated from human figure draw- 
ings. On the other hand, Sipprelle and Swensen “? found no significant relationship 
between therapists’ ratings of sexual adjustment and figure drawing measures of 
sexual identification (a specific). 
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It appears that the categories of the clinician’s response are behavioral trends 
and not specific traits. It is clear from these findings that molecular inferences from 
figure drawings are avoided by sophisticated clinical psychologists. The closer the 
clinician comes to defenses, symptoms and diagnostic considerations, the less willing 
he appears to be to base his clinical judgments on inferences from figure drawings. 


SUMMARY 


Recent research utilizing human figure drawings as the instrument of investiga- 
tion suggests that interpretations of personality based upon this technique are of 
dubious validity. The present study aimed at delineation of the factors of person- 
ality with which psychodiagnosticians actually concern themselves when they inter- 
pret drawings. A list of twenty-six bi-polar concepts was constructed so as to in- 
clude items referring to broad personality patterns (e.g., active—passive) and items 
referring to specific traits or defenses (e.g., intellectualizes—does not intellectualize). 
From the responses of nineteen ABEPP members and candidates it was possible to 
construct a scale of items clinicians employ and do not employ in interpreting human 
figure drawings. These scales differ in that the parameters used are largely the broad 
personality concepts whereas those not used refer to specific traits, defenses and 
diagnostic categories. The present investigation indicates that often judgments de- 
manded in research differ from those employed in clinical usage and points to the 
need for greater relatedness between them if the technique is to be properly evaluated. 
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LEAVING-THE-FIELD BEHAVIOR! 
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PROBLEM 

Although the TAT was originally designed to reveal material related to un- 
conscious conflicts and motivation, its current usage tends to be broader. Two recent 
examples of the utilization of the TAT to predict to overt behavior are Fitzgerald’s °? 
study of dependency and the work of Lindzey et al“? on homosexuality. However, 
as Lindzey®) states, inferences made from the TAT are not always reflected directly 
in overt behavior. Therefore, it is imperative that we do further research to elucidate 
the kinds of TAT predictions that can be validly made. 

The purpose of the present study was to determine whether the TAT can be 
successfully used in the prediction of leaving-the-field behavior. It has been the ex- 
perience of the writer that clinicians frequently make such predictions on the basis 
of certain TAT “signs”. For example, a S may avoid facing the TAT task as struc- 
tured by enumerating objects rather than making up a story, or he may provide two 
or more outcome possibilities without choosing among them. Or, still another ‘‘sign’’ 
might be a S who creates themes or characters that are markedly depressed and yet 
the solution or ending is unusually happy or tranquil. Other Ss may create heroes 
who meet their problems by drinking or going to sleep rather than by direct con- 
frontation. Some of these cues have been explicitly stated “, but most have not and 
remain unverbalized and therefore untested. The specific purpose of this study was 
to create a manual consisting of such cues by which inferences from the TAT could 
be made relative to Ss’ leaving-the-field behavior. 

Leaving-the-field is defined as behavior that is essentially escape-oriented. It 
is most generally employed as a technique when the individual is faced with two or 
more potentially punishing alternatives. As a behavior, it is calculated to circum- 
vent problem situations rather than to meet them directly. Systematic accounts of 
leaving-the-field behavior are presented elsewhere®: 4 7). The basic hypothesis of 
this study is: Frequency of leaving-the-field (LTF) themes in the Murray TAT is 
positively related to LTF behavior as measured by a sociometric technique and 
choice behavior in a paired alternatives task. 


MeETHOD 

Sixty Ss, 20 from each of three social fraternities at Kansas State University, 
were used. Members of each group had known one another for at least one semester 
prior to their participation in this study. 

Two criteria for LTF behavior were used. The first was a sociometric technique. 
Ss read two behavioral descriptions, one being a marked example of LTF behaviors, 
and the other being extremely non-LTF behavioral examples. Each S then selected, 
from a list of 20 members of his fraternity, the S who most fitted the LTF descrip- 
tion. He then nominated the S best fitting the non-LTF description. Selections were 
made alternately in this fashion until S had made three nominations for each be- 
havioral description. 

The second criterion was choice behavior in a paired alternatives task adapted 
from a technique used by Arkoff“). Forty-two cards, 21 describing approach- 
approach conflict situations and 21 describing avoidance-avoidance situations, were 
randomly arranged in a pile before the S. Ss were instructed to choose one of the 
alternatives on each card, but provisions were also made whereby Ss could leave-the- 
field by stating they were unable to make a choice. Each S also received a time score 
indicating the length of time he took in making a choice on each card or in Jeaving- 
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the-field. Thus, two measures of conflict were possible from this task: (a) avoiding 
a choice (LTF behavior); and (b) reaction time for each conflict card. 

In constructing a technique for judging LTF themes on the TAT (Cards 1, 
3BM, 4, 6BM, 8BM, 13MF, 14, 17BM, 18BM, and 20), the following procedure was 
followed. TAT stories were obtained in a preliminary study using a comparable 
sample of Ss. From these stories a tentative manual was developed containing prin- 
ciples by which LTF themes could be identified and examples of LTF themes. 
Following this, a new sample of TAT stories was obtained. Using the preliminary 
manual, 2 judges and EF read each story and independently identified LTF themes for 
each S. After each batch of stories had been rated, the judges and F met to discuss 
their decisions, point up difficulties, ambiguities in the manual, etc. After a series of 
such meetings and discussions the final manual was evolved. This manual consisted 
of general instructions for making judgments, specific principles for determining 
L'TF themes, and sample LTF themes illustrating each principle. 

Procedure. Initially, Ss were administered the TAT. They were tested in small 
groups of five or six and the TAT cards were projected on a screen. Each slide was 
projected continuously for five minutes, during which time Ss wrote their stories. At 
a later time each S was seen individually and given the sociometric measure and the 
experimental task. Subsequently, the two judges and F independently rated the 
TAT responses. TAT protocols were coded so that the identity of each S remained 
unknown to the judges and #. All TAT themes for a given card were rated before 
going to the next card to reduce any contamination. 

The corrected split-half reliability of the sociometric ratings was .93. The 
average interjudge reliability for the TAT, obtained by correlating the ratings of 
each judge with those of each of the other two judges, was .67. Generally, this latter 
coefficient is rather low, and, except for two considerations, might be regarded as 
unacceptable. However, the two judges used in addition to F were naive clinically 


and this study represented their first attempt at making such judgments. Secondly, 
this was an exploratory study using the LTF variable in thematic judgments. 


RESULTS AND DiIscussION 

The Pearson r between sociometric ratings of LTF behavior and the frequency- 
of-LTF themes on the TAT was only .10. The correlation between time scores 
(Mean reaction time of each S on the 42 conflict cards) and the frequency-of-LTF 
themes on the TAT was .12. 

Frequency with which Ss were unable to make a choice on the experimental 
task showed a zero correlation with the frequency-of-LTF themes on the TAT. It 
is evident from the foregoing that there is little relationship between LTF themes 
on the TAT and overt LTF behavior as measured in this study. 

Subsequently, the TAT protocols were re-examined in the light of specific 
principles rather than on the basis of the manual as a whole. However, none of the 
individual principles showed promise of being able to predict to behavior satisfactor- 
ily. Seott™ showed that protocol length discriminated avoiders from non-avoiders 
when the events being described are threatening. Therefore, comparisons similar to 
those above were made using mean words per theme as a score in place of frequency- 
of-LTF themes. The resultant correlations clustered around zero. 

The two criterion measures, experimental task and sociometric ratings, were 
also compared. The correlation between sociometric ratings and time scores was 
.01, while the correlation between the former and frequency of making no choice on 
the experimental task was zero. It would certainly appear, therefore, that the two 
criterion measures are measuring dissimilar phenomena. 


SUMMARY 
This study was designed to test the hypothesis that frequency-of-leaving-the- 
field (LTF) themes on the TAT is related to overt LTF behavior. As measures of 
overt LTF behavior a sociometric technique and choice behavior in a paired alterna- 
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tives task were used. Preliminary work was devoted to the development of a manual 
for judging LTF themes on the TAT. Sixty Ss, tested in small groups on the TAT 
and individually with the sociometric technique and experimental task, were used. 
The results were such that no relationship could be established between the 
TAT and either measure of overt LTF behavior. This result appears to underline 
once again that the TAT cannot always be used to predict overt behavior. Further- 
more, the two measures of overt LTF behavior bore no relationship to each other. 
This suggests that LTF as a general behavior tendency may not exist apart from 
specific needs or situational contexts. 
REFERENCES 
1. Arxorr, A. Resolution of approach-approach and avoidance-avoidance conflicts. J. abnorm, 
soc. Psychol., 1957, 55, 402-404. 
2. Frrzceraxp, B. J. Some relationships among projective test, interview, and sociometric meas- 
ures of dependent behavior. J. abnorm. soc. Psychol., 1958, 56, 199-203. 
3. Hovzianp, C. I. and Szars, R. R. Experiments on motor conflict: I. Types of conflict and their 
modes of resolution. J. exp. Psychol., 1938, 23, 477-493. 
4. Lewin, K. A dynamic theory of personality. New York: McGraw-Hill, 1935. 
5. Liypzey, G. Thematic Apperception Test: Interpretive assumptions and related empirical 
evidence. Psychol. Bull., 1952, 49, 1-25. 
6. Liypzey, G., Teyessy, CHARLOTTE, and ZaMANsky, H. Thematic Apperception Test: An em- 
pirical examination of some indices of homosexuality. J. abnorm. soc. Psychol., 1958, 57, 67-75. 
7. Murer, N. E. Experimental studies of conflict. In Hunt, J. MeV. (Ed.) Personality and the 
behavior disorders. New York: Ronald, 1944. 
8. Rorrter, J. B. Thematic Apperception Tests: Suggestions for administration and interpretation. 
J. Person., 1946, 15, 70-92. , 
9. Scorr, W. A. The avoidance of threatening material in imaginative behavior. J. abnorm. soc. 
Psychol., 1956, 52, 338-346. 


THE NEW PRINCIPLE OF PSYCHOTHERAPY 
EDGAR F. BORGATTA 
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A considerable amount of experimentation has been carried out in the various 
behavioral sciences using a concept known as the “‘control group”’ design. In the 
most rudimentary form, the control group design necessitates two groups that are 
equivalent with respect to the experiment. One group is given the experimental 
treatment, the other is not, and then the two groups are examined to see if any differ- 
ences result that can be attributed to the experimental treatment. Let us note here, 
before continuing, that most ‘‘clinical research”’ in all behavioral fields has been 
done without control group design and, thus, it will be seen, much useful information 
in connection with the new principle of psychotherapy has been Jost. However, it is 
exactly as a consequence of the absence of control group designs that the new prin- 
ciple in all its ramifications was developed. 

The discovery of the attribution of value to the placebo underlies the new 
principle.! It is interesting that the credit for this must be given to an expert in 
motivation research (Luogo Profundo), rather than either an experimentalist or a 
clinical practitioner. This is how the discovery occurred: In the marketing of pharm- 
aceutical products many claims have been made. Antihistamines were supposed to 
do many things, including cure colds. Tooth pastes were supposed to sweeten breath, 
prevent tooth decay, and win one a good looking and presumably intimate friend. 
Salves were supposed to make skins without blemish, develop more ample breasts, 
etc. No doubt in some cases these things happened. But sometimes the public sus- 
pected, and others were more certain, that the claims were extravagant. When 

1Placebo refers to a substance, procedure, or other intervention that is presumed to be neutral in 


regard to a given outcome. An agent refers to a drug, procedure, or other intervention designed to 
bring about a given outcome. 
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rigorous testing with control group design was instituted, in many cases it was found 
that the control group did about as well as the experiments al group in terms of the 
claims made. Now the natural consequence of such a finding might be expected to 
be that the pharmaceuticals should fall into disrepute. However, in spite of the 
general availability of test results to the public, sales were sometimes reduced but 
not by any means eliminated. 

It was in this context that the placebo value principle was uncovered in its ele- 
mentary form. In a depth interview with a purchaser of a brand of antihistamines 
that did not prove to be more effective than a placebo, Profundo recognized the 
desire of the purchaser to have access to the placebo. Not only was the placebo as 
effective, but at a deeper level the purchaser recognized the placebo was an inert 
substance, not a drug, and thus could have no deleterious effects! With this insight 
into the motivational structure of the purchaser, Profundo quit his job, systematical- 
ly searched the pharmaceutical literature, and under the auspices of a newly formed 
corporation, with trademark, copyright and patent protection, undertook to sell 
placebos, utilizing the same claims as pharmaceutical companies. The tenor of his 
copy was: “This placebo is guaranteed to be as good as (generic drug name) 
in the treatment of (maladies).’”? However, even after a short period, it became 
evident that there was a further point that could be made, and this essentially under- 
lies the generalization of the placebo value principle. In those cases where a pharma- 
ceutical was sold without control group design test, it was possible for him to make 
the following generalization: ‘‘There is no evidence that (generic drug name), 
for which these claims are made , is more effective than this placebo.” If the 
pharmaceutical companies took a dim view of the original placebo peddling, they 
took a much dimmer one of this new trend, and there was considerable litigation in- 
volving the various governmental agencies, pharmaceutical companies, and the now 
growing interest group in placebos. The net outcome of these litigations, however, 
was as follows: First, so long as the literature was properly reviewed, no claim of mis- 
representation could be made concerning placebos. And second, it was established 
that placebos could be sold without the physician’s prescription independently of the 
diagnosis so long as the first condition was satisfied. This was a considerable ad- 
vantage over the pharmaceuticals in many cases. Just incidentally, the self prescrip- 
tion that this made possible continued the trend of removing tasks from the physi- 
cian (already greatly reduced with the rise of the ‘“‘wonder drugs’’), and a greater 
trend towards supportive (psycho) therapy was noticed among physicians. 

As is often the case when an unusual situation is found, consolidation and 
systemization of knowledge in the area led to significant generalizations, and the 
placebo value principle was revealed. The implications of the principle are several, 
and may be stated as follows: If there is no evidence that an agent is the cause of a 
given outcome, and there is also no evidence that a placebo is the cause of a given 
outcome, an appropriate statement is that there is no evidence that the agent is more 
efficient than the placebo in bringing about the outcome. Further, there is also no 
evidence that the placebo is not as effective as the agent in bringing about the out- 
come. 

Now, tf a control group study is done, and it is found that use of the agent is not 
significantly more effective than use of the placebo, an appropriate generalization is 
that there is no evidence that the agent is more efficient than the placebo in bringing 
about the outcome. This may be stated as: The available evidence suggests that the 
placebo and agent have the same effectiveness in bringing about the outcome, or, the 
available evidence suggests that the placebo is as effective in bringing about the 
outcome as the agent. 

Extensions of the principle are numerous. For example, it may be found that in 
a therapeutic procedure 85% of patients recover, while with the use of placebos 80% 
recover. In this case, a relationship may be expressed. Placebos may be said to have 
a given relative efficiency to the therapeutic procedure in terms of an outcome. It 
should be remembered, maximum efficiency may be desirable, but other factors may 
also be important in choosing procedures, including cost, time, etc., that might make 
placebos more desirable. 
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It should be obvious that no implications at this point may be made about 
whether agents and placebos are in fact the causes in bringing about the outcomes. 
This is entirely another matter and need not concern us, for here we are concerned 
with the development of the placebo value principle in psychotherapy. 

With recognition of the new principle, advanced persons in the behavioral 
sciences and clinical practice, through interdisciplinary seminars and _ utilizing 
theoretical thinking, developed several forms of psychotherapy that they felt en- 
compassed it. The generic term for these forms is placebo psychotherapy. 


LIMBOTHERAPY 

The dominant form of placebo psychotherapy is known as limbotherapy. A 
common and most effective form of limbotherapy occurs as follows: The client ap- 
plies to the psychotherapist for an appointment by phone. The psychotherapist 
makes an appointment but it is well in the future, and the client is requested to phone 
to confirm the appointment one week before it is to occur. During this time the client 
may change his mind, of course, and decide he does not need psychotherapy. By 
this definition, certainly, a cure has already occurred by limbotherapy, and it is one of 
“self-realization”’ without the intervention of the values of the psychotherapist. 
However, it may be that the client does persevere and telephones. The action of the 
psychotherapist then is to change the date of the appointment to a future date, much 
further in advance, with again the same stipulation that the client should phone in 
advance. If the client should show up for the appointment without telephoning in 
advance, he will only find a receptionist there who will tell him that he did not follow 
instructions and has thus lost his appointment, and that the next future date is one 
far in advance, about which he should phone as before. This procedure is continued 
until the patient stops trying to make an appointment with the psychotherapist. If 
the client does not try to make an appointment with another psychotherapist, by 
the above definition he may be assumed cured. We have only sketched out one 
variety of limbotherapy, a somewhat radical form, to indicate the actual mechanics. 

It is profitable also to point out in this context a variety of supportive limbo- 
therapy suggested as important for a mental hygiene movement. There are a num- 
ber of forms for this supportive therapy, but the original suggestion was of having 
at many strategic points cubicles avai'able to which persons could go freely. The 
client would enter the cubicle, and after he lies down on a couch a recorded tape 
would make the sound “‘hgrmp”’ (a tested neutral sound with ambiguity of meaning). 
Then, at the end of any speech by the client, another sound would be made, again 
neutral and ambiguous (rrmmrhm). Following any pause of more than three and a 
half minutes, the original sound would be made. The advantage of this supportive 
therapy over limbotherapy itself is that fees may be conveniently charged, and 
cubicles are rented at various rates per hour, depending upon location and upholstery. 
The cubicles are self emptying, but details need not be entered here.? The beauty of 
this kind of therapy is that there is no danger of counter transference. 

Placebo psychotherapy is in the fortunate position that it can make a wide 
variety of claims. For example, consider some of the following: There is little or no 
evidence that placebo psychotherapy is not better than seven year psychoanalyses 
(also six year, five year, four year, etc.), social casework, group work, etc., or electro- 
shock therapy, insulin therapy, the various drug therapies, or psychosurgery. In 
fact, the almost universal statement may be made: There is little or no evidence 
that the placebo psychotherapy is not better than any of the other available forms of 
psychotherapy. 


UNDERLYING PHILOSOPHICAL CONSIDERATIONS 


Many problems of values arise in dealing with mental disorder. Certainly the 

differences between a completely unable person and one who is not can be distin- 

2A very special form of limbotherapy occurs as an extreme of some of the somatic approaches. 

For example, one form of limbo into which a person may be placed is permanent unconsciousness. 
This, of course, raises many problems including a dilemma of the “‘self-realization’’ premise. 
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guished ; the difficulties occur not here but with the broad category of marginal cases 
and among “normals’’ who may “need help.’”’ What is improvement for the extreme 
case may reasonably be agreed upon, but what is improvement for marginal and 
normal persons may be a moot question. 

It is hardly possible to conceive of a therapeutic procedure that does not impli- 
cate the values of the practitioner fairly directly at some point. This in itself leads to 
several kinds of problems and suggested alternatives for development. For example, 
it may be possible to so objectify values in psychotherapy that the client may choose 
what he wishes. But this contradicts, in a sense, the notion that the client needs 
help.’ That the correct alternatives are made available to a person does not mean 
that he will choose them, nor does the possession of knowledge per se suggest ‘‘self- 
realization’”’. Or, as another example, it may be that values are stated quite directly 
as ambiguous so that they are always appropriate; for instance, we may say we are 
in favor of what is good and this is what we wish the patient to have. Then if some- 
thing is suggested, we may say this seems to be good. If seriously contradicted, we 
may agree that something else is good. But, whatever it is, we are in favor of what is 
good. The problem here, of course, is the transitory nature of the definition of good; 
establishing an arbitrary basis of judgment inevitably leads to problems if the basis 
loses popularity with the passage of time. 

In concentrating on the definition of therapeutic objectives, however, it is 
possible to lose sight of some values underlying the very methods used. There has 
been rampant in the area of psychotherapy the dictum that the psychotherapist 
direct (or nondirect) the change of the client. Implicit in the dictum is the notion of 
learning, or relearning, for the client. Learning, or more accurately learning theory, 
is regarded with great respect because (a) there has been much “research”’ in this 
area, and (b) experiments have been devised that are manipulative in form. It is 
because of the assumed respectability of labeling operations “research” that learning 
theory imperceptibly came to underlie most therapeutic principles. 

In large part we may call the therapies that have this learning theory premise 
inherent in their design the inspirational activistic therapies. The inspirational 
activistic theories expect the person to learn something and thus become better. 
For example, in a directive counseling situation it may be suggested to the person 
that if he wishes to improve his skills in a given field, practice may be a way to this 
goal. Here in a most blatant way the notion of learning theory is utilized. Practice 
is seen to be associated with skills, and it is suggested to the client that he should 
practice! But why should a patient practice? Obviously the value of learning itself 
is being implicated by the counselor in this situation. The fact that he suggests learn- 
ing theory as the way betrays his involvement in the method. But notice the subtle 
phrasing of the problem by the counselor that 7f the client wishes to achieve a certain 
goal, then this is the method. The very phrasing or repetition of the goal by the 
practitioner emphasizes the goal for the client, thus, possibly influencing the client’s 
goal! 

But to move to another illustration: The notion of the influence of the con- 
temporaries on the individual has been suggested as a way of modifying the behavior 
of the client. In this context, of course, most of the group psychotherapeutic pro- 
cedures are examples of this approach. By placing the individual in a social setting, 
but not one which is a natural setting for him in his everyday life, the therapist 
expects the individual to learn the things the group can impose upon him by mere 
pressure of social numbers. The client is faced with negative sanctions to make him 
conform to the group, one which is not even his own! Implicit here is the stimulus- 
shock philosophy of training the animal to jump that has been incorporated into so 
many learning experiments, blown up into a generalization of learning in a social 

‘Because the clinical practitioner is in a profession where the customer is, by definition, always 
wrong does not lead to the conclusion that the practitioner is right. On the other hand, in his practice 
any clinician is in the favorable position that almost irrespective of the therapy he can scarcely be 
contradicted if he asserts that he probably has no more failures in psychotherapy then would be ex- 
pected by chance. 
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(even though not real) situation. But, aside from these considerations, why should 
a client want to change and conform to the norm of this artificial group? Why 
should the will and values of the practitioner defined through the formation of a 
group be imposed on the client? 

What begins to emerge from even such a brief consideration of two inspirational 
activistic approaches is that learning theory underlies them, and at best the values, 
if not the motives, of the practitioner are always implicated. But now, what we have 
not yet elaborated is the basic premise of learning, the conditioned reflex, and this 
will be a rude discovery to those who have not deliberated the problem. The learning 
process has inherent in it the infliction of pain! Basically only two kinds of condi- 
tioning experiments exist. One is the presentation cf a negative stimulus, such as 
shock, blast of air, blame, hostility, etc., associated with the response the subject is 
supposed to avoid. The pain element is obvious here. The other is presentation of 
reward, such as praise, food, sex gratification, with the response the subject is sup- 
posed to manifest. But, in fact, what happens here is that reward is withheld when 
the response is one the subject is supposed to avoid. Viewed this way, it becomes ob- 
vious that learning theory has as its base a notion of pain being inherently necessary. 
In a sense, thus, whether consciously or not, all practitioners who use therapeutic 
procedures based on learning theory are expressing sadistic tendencies. 

In this connection, however, we may mention the special wisdom of the word 
association procedure and the psychoanalytic form. In some cases the procedure of 
word association may persist for long periods without serious implication of the 
practitioner’s interpretations and values. To the degree that the practitioner is able 
to maintain a neutral and uninvolved position, the client is able to forge his future 
without intervention of the values and motives of the practitioner. But, as is known, 
inevitably at some point a relationship of mutual exchange, however well controlled 
in flow, develops between practitioner and client, and at this point purity of ‘‘self- 
realization”’ of the client’s destiny is no longer possible. Placebo psychotherapy, 
thus, serves as a corrective to sadistic philosophical biases underlying other forms of 
psychotherapy. 


PROFESSIONALIZATION OF PLACEBO PsSYCHOTHERAPISTS 


Finally we may consider the many ramifications felt in various fields because of 
the development of placebo psychotherapy. One of the basic changes it has brought 
about is in curriculum in various schools. We shall not enter the problem of the 
proper curriculum definition here, since it is difficult at this time to evaluate the 
training features most closely associated with effective limbotherapists. Certainly 
the ability to handle the telephone adequately, make appointments, change appoint- 
ments, and make various neutral ambiguous sounds is important. This suggests 
considerable liberal education with an emphasis on speech and social skills. It is not 
known yet whether a technical knowledge of electrical engineering and special 
training on telephone circuitry are important. Because of Luogo Profundo’s part 
in the discovery of the placebo principle, both motivation research and pharmacy 
are frequently suggested areas of training. 

More important, however, have been the problems of setting standards of 
certification for practitioners. At base, because of the very nature of limbotherapy, 
any suggested restriction of persons from certification must be suspect in terms of 
the motivations of the suggestor. As limbotherapy becomes public property, as 
does much knowledge, it is difficult to distinguish the professional and his province 
from the ordinary educated person. On the other hand, the profession owes a debt to 
society, and society must be protected. Thus, a committee of recognized limbo- 
therapists needs to be established to assess the qualifications of other limbotherapists. 
Essentially, a candidate for certification will be asked to demonstrate competence to 
Do Noruine in terms of psychotherapy. He will be evaluated not only in terms of 
his current level of skill, but also on training, experience, and performance on a 
written examination. 
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INTRODUCTION 


The interminability of some courses of psychotherapy, and the determination 
of consensual grounds for rationally terminating treatment, have long been of concern 
to therapists. Glover“) concluded, from his extensive survey, that determining 
appropriate goals and termination points were the thorniest problems confronting 
analysts, and about which they were least responsive. Seaman? found ‘‘a trend in 
favor of high success ratings for longer cases’’, which Myers and Auld corroborated 
, This tendency may, however, stem from the fact that initially ‘‘better’’ patients 
such as middle-class ©: and originally “healthier”, also tend to stay in treatment 
longer. Duration of therapy itself is even considered a criterion of success in several 
studies“ 1° 1), These data, however, deal mainly with a dichotomy between long 
and short term treatment where “long term’’ has no upper limit. When one starts 
with a view of “long term”’ as the ‘‘too long”’ or interminable cases in treatment, no 
data can be found. 

tank “) attempted to set the termination point early in treatment. Freud®, 
too, tried to do this to circumvent “interminable’ analyses, but viewed it as a threat 
to the patient which might lead him to curtail his self-revelations. The paucity of 
data on lengthy treatment led Stieper and Wiener“ to do a study of extremely 
long-term patients compared with short-term patients. They found for these two 
groups (which were initially similar) that ‘‘length of time in therapy does not cor- 
relate with improvement,”’ and that a small minority of therapists accounted for 
the great majority of long-term patients. They attributed this difference to the 
therapists’ failure adequately to “formulate therapy goals, and to impersonalize the 
therapeutic relationship.’”’ They point out that the language of therapy today has 
provided a convenient rationale for seemingly interminable therapy cases. Stem- 
ming from views like Federn's®’, terms like “‘maintenance”’ or ‘‘supportive”’ therapy 
have come into widespread use as the preferred method of treatment with patients 
presumed to have congenitally weak egos, and who therefore cannot (ever) function 
without outside help. 

Many clinics and, apparently to a lesser extent because of limiting financial 
1actors, individual practitioners, are confronted by these seemingly interminable 
“supportive” cases. Is the rationale for keeping them in treatment justified by the 
gains such patients make, or by the dire consequences of terminating, and thus no 
longer supporting, them? Can we predict which, among these prospectively intermin- 
able cases, are likely to return quickly for help, as compared with those who can 
make it on their own? The present study was undertaken in the attempt to answer 
the above questions. Our hypotheses were: 

(a) Dire consequences will not occur from arbitrarily terminating apparently 
interminable patients. 

(b) Those potentially interminable patients who will return to treatment can 
be differentiated from those who will not. 


(c) Long-term treatment cases are more likely to return to treatment than 
short-term cases. 

(d) Somatically-oriented patients are more likely to return to treatment than 
psychically-oriented patients. 


*VA Mental Hygiene Clinic, and University of Minnesota. I am indebted to Mr. Richard Geb- 
bard for the basic statistical work, and to Drs. Benepe and Kogl for much of the data. 
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PROCEDURE 

The opportunity presented itself to test out these hypotheses when two of the 
resident psychiatrists at a mental hygiene clinic for veterans were about to be trans- 
ferred from the clinic as part of their training rotation. Between them they were 
treating 60 patients who ordinarily would have been transferred to new therapists. 
These patients were considered to be “interminable’’; that is, the goal of treatment 
was simply to “keep them going,’”’ at work and at home, and out of hospitals and 
other medical treatment. We had for several years been concerned about that grow- 
ing part of our caseload which consisted of patients who had been passed on from one 
therapist to another, seemingly interminably ; we decided therefore to try terminating 
this group at this time, guarding against serious repercusions by offering the patients 
the opportunity to return to treatment at any time they felt they needed it. 

Of the 60 cases (who were adjudged apparently interminable), six were consider- 
ed to be too disturbed to be terminated; and an additional eight did not get tested 
for this study because of apparently random errors. Forty-eight, then, were told 
that their treatment was at an end and their therapists were leaving, but that they 
could call in; for further treatment if needed. For the following six months, all in- 
coming cals, letters, and personal visits from these patients were routed through a 
single sesret: ary or her substitute. She asked each patient, and noted, why he was 

callingand what he wanted. 
rom her notations we had the data on how long after termination each patient 
_ led, and how serious and of what nature his need was. In addition we had for each 
patient: age, education, intake psychiatric diagnosis, months of treatment and num- 
ber of interviews, and ‘somatic vs. psychic orientation on the MMPI. This latter 
measure was developed as part of a separate unpublished study. In brief, it consists 
of the,first digit of the T score on the Hypochondriasis scale, minus the first digit of 

‘ score of either Hysteria (Subtle) or Depression (Subtle), whichever is higher. 

ese latter two scores have the highest negative correlations with Hypochondriasis 
of any MMPI scales“*). The basic distinction of this study was between patients 
who requested clinic service within six months of their arbitrary termination, and 
those who did not. 


RESULTS 
Chi-square or ¢ tests of significance were done on all factors mentioned above. 
Age, education, number of interviews, and intake diagnosis, all yielded negative 
results in differentiating between returnees and non-returnees. We found no evi- 
dence that nature of the need expressed when calling in was related to any factors 


TABLE 1. CoMPARISON OF RETURNING AND NoN-RETURNING PATIENTS IN 
OUTPATIENT Psyc HOTHERAPY FOLLOWING ARBITRARY TERMINATION 
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studied. Nor did a single case involving a ‘‘dire consequence”’ of any sort result from 
these terminations as far as we could discover, and in this community, and our set- 
ting, we hear of almost all serious troubles our patients get into. Eleven of our 48 
patients, 23%, did not return. This almost certainly represents a minimum non- 
return rate, since at least two special circumstances would strongly influence them 
to return: they could return readily, without having to wait, and some were on drugs 
to obtain more of which they would have to return. There was a slight tendency for 
the ‘“‘somatizers’’ to be less likely to return than the ‘‘psychically’”’ oriented. The 
only significant finding, however, was that those in treatment the longest (12 months 
or more) were more likely to return than those in treatment a short time (one to 11 
months, although only two cases had less than five months treatment). 

Combining somatic orientation and short-term treatment to predict ‘‘non- 
returning,’’ and psychic orientation and long-term treatment to predict ‘‘returning,”’ 
results in a fall to about 15% significance, but may have greater usefulness if suc- 
cessfully replicated. All of the former cases (but only five) do come back, whereas 
the latter split equally, eight returning, eight not. Thus, if we were forced to reduce 
current caseload, it would appear to be useful to cut by means of the somatic orienta- 
tion and short-term of treatment, rather than by the other factors studied. 

The exact conditions for replication will not occur in our setting again for many 
months, at which time we plan to apply our predictions. Meanwhile we have checked 
on “returning’’ among cases closed by all clinic therapists four to six months ago. 
Here, again, we find the months of treatment prior to termination yielding a signi- 
ficant prediction of who will return for further treatment after termination, at almost 
exactly the same level of significance as in the primary study. This time, however, a 
much larger proportion of the short-term patients did not return, while the long- 
term patients were more nearly equally split between return and non-return. Three 
of the ‘‘short-termers’”’ returned, 16 did not; while seven of the ‘“‘long-termers’’ re- 
turned and five did not. For the combined (somatic-psychic and number of months) 


predictors, the comparable figures were three and three, and three and 12. 


SUMMARY AND CONCLUSIONS 

1. The problem of dealing with growing numbers of extremely long-term or 
interminable patients in outpatient psychotherapy requires study, particularly since 
long-term treatment, unspecified as to maximum, is often identified with successful 
therapy. 

2. A potentially interminable group of patients was arbitrarily terminated to 
determine whether interminability could be controlled in this way, without dire 
consequences. A substantial number of these patients did not return to treatment 
within six months, and no dire consequences were observed. 

3. The attempt was made to confirm factors which would predict which of 
these prospectively interminable patients would return to treatment, and which 
would not. Number ef months in treatment did prove significant, with longer 
treatment indicating grcater likelihood of return. 

4. Further questioning seems in order of the assumption that a certain group 
of patients requires indefinitely long supportive treatment in order to be kept out of 
trouble, or to improve. Successful treatment may be more related to an intermediate 
length of treatment, than to the longer half of a dichotomized distribution or length 
of treatment. 
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A HOMOSEXUAL TREATED WITH RATIONAL PSYCHOTHERAPY 
ALBERT ELLIS 
333 West 56 Street, 
New York City 
PRESENTING PROBLEMS 
The client came for psychotherapy primarily because he had been exclusively 


homosexual all his life and thought that it was about time he settled down and 
married. He had read about the therapist’s work with homosexuals in a magazine 
and was self-referred. In addition to his homosexual problem, he suffered from heart 
palpitations which had been consistently diagnosed as being of purely psychogenic 
origin, and he wondered whether something could be done about them, too. He 
vaguely thought that he might have other problems, but was not certain what they 
were. 


BacKGROUND DaTA 

The client was a thirty-five year old male, living in Brooklyn with his parents, 
and operating his disabled father’s toy factory. He had been raised as a Catholic, 
but no longer considered himself a believer. He was the only son of what he described 
as a “‘very religious and very neurotic” mother and an “exceptionally weak, dom- 
inated father’ who had been disabled by a serious stroke two years before the client 
came for treatment. He had always been quite close to his mother, and usually did 
her bidding, even though he bitterly resented her persistent attempts to control 
himself and his father. He liked but did not respect his father. 

The client, whom we shall cali Caleb Frosche, was born and raised in Brooklyn; 
had a shy, uneventful childhood; spent three unhappy years in the Navy; always did 
well in school; did some college teaching for a short time after obtaining his doctorate 
in zoology; and reluctantly took over his father’s business, and was carrying it on 
successfully, after the father had had a serious stroke. Caleb had a few dates with 
girls when he went to high school, but was afraid to make any sexual overtures, for 
fear of being rejected, and consequently had not even ever kissed a girl. While in the 
Navy he was plied with liquor by two other sailors and induced to have his first 
homosexual experience at the age of nineteen. Since that time he had engaged in 
homosexual acts every two or three weeks, always making his contacts at public 
urinals and never having any deep relationships with his partners. He occasionally 
dated girls, mainly to show others that he was heterosexual, but he was not particu- 
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larly attracted to any of them and never made any advances or got seriously in- 
volved. 

Shortly after his father began to have difficulties with his heart (10 years ago) 
Caleb began to experience sudden attacks of heart palpitations and chest pain. These 
would spontaneously subside a few minutes after they began, but he would be left in 
a shaken condition for several hours or days afterward. Continual medical examina- 
tions had revealed no heart pathology, and he referred to himself as a “cardiac 
neurotic’’. 

THERAPEUTIC APPROACH 

Caleb was one of the first clients treated with a special therapeutic approach 
which the therapist developed after many years of practicing orthodox psycho- 
analysis and psychoanalytically-oriented psychotherapy. Rational psychotherapy, 
(, 2, 3. 4) as the technique is called, stems from the hypothesis that most significant 
human emotions and actions, including neurotic feelings and behavior, stem from 
basic assumptions, beliefs, or philosophies which the individual consciously or un- 
consciously holds. Neurotic symptoms, it is held, are caused and maintained by 
illogical or irrational ideas and attitudes, and tend to reinforce these illogical beliefs. 
To accomplish effective psychotherapy, the basic irrational philosophies or value 
systems of the disturbed individual not only have to be brought to conscious at- 
tention, and their origins interpreted (as is done in all analytically-oriented therapies) 
but, even more importantly, the client must be shown how he is now, in the present, 
wittingly or unwittingly maintaining his irrational beliefs by continually re-indoc- 
trinating himself, through self-verbalization or autosuggestion, with the nonsensical 
philosophies he originally acquired. The client must also be shown, most specifically 
and concretely, how to depropagandize or de-indoctrinate himself from his self- 
defeating philosophies and how to substitute more rational value judgments in their 
place. Depropagandization is taught the client by the therapist inducing him (a) to 
assume that all his exaggerated fears, anxieties, hostilities, guilts, and depressions 
must be grounded in illogical beliefs and attitudes; (b) to trace these illogical beliefs 
to their basic assumptions; (c) to question these assumptions; (d) to attack them in 
the light of logical and rational methodologies; (e) to counter them, in action, with 
behavior that directly contradicts them; and (f) to replace them, ultimately, with 
zational, non-defeating values and beliefs which, when they are ultimately accepted, 
will automatically encourage non-neurotic behavior. 


ATTACKING THE CLIENT’s FrxED HOMOSEXUALITY 

The first major symptom of the client which was attacked by the therapist was 
his pattern of exclusive homosexuality, as this was the aspect of his behavior with 
which he was most concerned when he came to therapy. In tackling the client’s 
homosexual pattern, the therapist first carefully explained why this mode of be- 
havior was neurotic. He showed the client that although homosexual activity is not 
in itself a product of emotional disturbance, its fixed or exclusive form is invariably a 
neurotic symptom because it rigidly, prejudicedly, and fetichistically eliminates 
other modes of sexual fulfillment, notably heterosexuality. This means that the 
homosexual arbitrarily, out of some illogical fear or hostility, forfeits sexual desire 
and satisfaction in connection with half the population of the world; and, to make 
his behavior still more illogical in our culture, confines himself to sex acts with those 
partners with whom he is most likely to get into serious legal and social difficulties, 
including arrest and blackmail. 

Caleb was shown, at the start of therapy, that there would be no attempt on 
the therapist’s part to induce him to surrender his homosexual desires or activities— 
since there was no logical reason why he should not, at least, maintain inverted 
desires—but that the goal of therapy would be to help him overcome his irrational 
blocks against heterosexuality. Once he overcame those, and actively desired and 
enjoyed sex relations with females, it would be relatively unimportant, from a 
mental health standpoint, whether he still had homosexual leanings as well. 
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The basic assumptions behind Caleb’s homosexual pattern of behavior were 
then quickly brought to light. From questioning him about his specific homosexual 
participation, it was revealed that he invariably would enter a public urinal or a gay 
bar, would wait around until some male approached him, and then, whether this 
male appealed to him or not, would go off to have sex relations. On never a single 
occasion, in sixteen years of homosexual activity, had he ever actively approached 
a male himself. 

On the basis of this and allied information, it was made clear to Caleb that his 
outstanding motive for remaining homosexual was his strong fear of rejection by (a) 
all women and (b) most males. He was so convinced that he might be rejected if he 
made sexual approaches to either women or men, that he had arranged his entire sex 
life so that no active approach, and consequently no possibility of rejection, was 
necessary. He had obviously acquired his fear of rejection, as further questioning 
soon brought out, at an early age, and it was probably related to the fact that he 
had been a rather chubby and unattractive boy, and that even his own mother had 
kept remarking that he would have trouble finding and winning an attractive girl. 

father then spend much time belaboring the point that Caleb’s fear of re- 
jection probably stemmed from his childhood, the therapist convinced him, on purely 
logical grounds, that this was so since he had apparently feared being rejected by 
girls when he was in his early teens, and his fear must have originated sometime prior 
to that time. The therapist, instead, tried to get, as quickly as possible, to the source 
of his fear of rejection: namely, his illogical belief that being rejected by a girl (or a 
fellow) was a terrible thing. Said the therapist: 

T: Suppose, for the sake of discussion, you had, back in your high school days, tried, really 
tried, to make some sexual passes at a girl, and suppose you had been unequivocally rejected by 
her. Why would that be terrible? 

C: Well—uh—it just would be. 

T: But why would it be? 

C: Because—uh-I—I just thought the world would come to an end if that would have 
happened. 

T: But why? Would the world really have come to an end? 

C: No, of course not. 

T: Would the girl have slapped your face, or called a cop, or induced all the other girls to 
ostracize you? 

C: No, I guess she wouldn’t. 

Then what would she have done? How would you—,really—have been hurt? 

C: Well, I guess, in the way you mean, I wouldn’t. 

T: Then why did you think that you would? 

C: That’s a good question. Why did I? 

T: The answer 

C: What is it? 

T: Simply that you thought you would be terribly hurt by a girl’s rejecting you merely 
because you were taught that you would be. You were raised, literally raised, to believe that if 
anyone, especially a girl, rejects you, tells you she doesn’t like you, that this is terrible, awful, 
frightful. It isn’t, of course: it isn’t in any manner, shape, or form awful if someone rejects you, 
refuses to accede to your wishes. But you think it is, because you were told it is. 

C: Told? 

T: Yes—literally and figuratively told. Told literally by your parents, who warned you, 
time and again, did they not, that if you did wrong, made the wrong approaches to people, they 
wouldn’t love you, wouldn’t accept you—and that would be awful, that would be terrible. 

C: Yes, you’re right about that. That’s just what they told me. 


, alas, is so obvious that you probably won’t believe it. 


T: Yes—and not only they. Indirectly, figuratively, symbolically, in the books you read, 
the plays you saw, the films you went to—weren’t you told the same thing there, time and again, 
over and over—that if anyone, the hero of the book, you, or anyone else, got rejected, got re- 
buffed, got turned down, they should think it terrible, should be hurt? 


C: I guessI was. Yes, that’s what the books and films really say, isn’t it? 
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T: Itsureis. All right, then, so you were taught that being rejected is awful, frightful. Now 
let’s go back to my original question. Suppose you actually did ask a girl for a kiss, or something 
else; and suppose she did reject you. What would you really lose thereby, by being so rejected? 

C: Really lose? Actually, I guess, very little. 

T: Right: dammed little. In fact, you’d actually gain a great deal. 

C: How so?: 

T: Very simply: you’d gain experience. For if you tried and were rejected, you’d know not 
to try it with that girl, or in that way, again. Then you could go on to try again with some other 
girl, or with the same gir] in a different way, and so on. 

C: Maybe you’ve got something there. 

T: MaybelI have. Whenever you get rejected—as you do, incidentally, every time you put 
a coin in a slot machine and no gum or candy comes out— you are merely learning that this girl or 
that technique or this gum machine doesn’t work; but a trial with some other girl, technique, or 
machine may well lead to success. Indeed, in the long run, it’s almost certain to. 

C: You’re probably right. 

T: O.K. then. So it isn’t the rejection by girls that really hurts, is it? It’s your idea, your 
belief, your assumption that rejection is hurtful, is awful. T'hat’s what’s really doing you in; and 
that’s what we’re going to have to change to get you over this silly homosexual neurosis, 


Thus, the therapist kept pointing out, in session after session, the illogical 
fears behind the client’s fixed homosexual pattern of behavior—and why these fears 
were illogical, how they were merely learned and absorbed from Caleb’s early asso- 
ciates, and, especially how he now kept re-indoctrinating himself with these fears by 
parroting them unthinkingly, telling himself over and over that they were based on 
proven evidence, when obviously they were completely arbitrary and ungrounded in 
fact. His fear of rejection, of losing approval, or having others laugh at him or criti- 
cize him, was examined in scores of its aspects, and revealed to him again and again. 
It was not only revealed, but scornfully, forcefully attacked by the therapist, who 
kept showing Caleb that it is necessarily silly and self-defeating for anyone to care 
too much about what others think, since then one is regulating one’s life by and for 
these others, rather than for oneself; and, moreover, one is setting up a set of condi- 
tions for one’s own happiness which make it virtually impossible that one ever will 
be happy. 

Caleb’s homosexual pattern of behavior, then, was consistently, forthrightly 
assailed not on the grounds of its being immoral or wrong, but solely on the grounds 
of its being self-defeating and limiting—and of its stemming from basic, largely non- 
sexual assumptions which had ramifications in all the rest of his life, and kept him 
from enjoying himself in many other ways as well. 


Activity Homework ASSIGNMENTS 


At the same time that the philosophic assumptions underlying Caleb’s fear of 
rejection, and his consequent homosexual behavior, were being directly questioned 
and attacked, he was encouraged by the therapist to date girls, so that he could, in 
actual practice, overcome his fears concerning them. He was warned that his first 
attempts at dating might well result in embarrassment, awkwardness, and failure; 
but was told that only by working through such situations, with the help of the 
therapist, was he likely to overcome his irrational fears in these connections. 

On his first date, which he made the week following his first therapy session, 
Caleb saw a girl who was very nice and refined, but who was quite cold, and who 
obviously had severe problems of her own. On his second attempt, he met a librarian, 
a year younger than he, who was warm and accepting, and with whom he immed- 
iately began to pet heavily with, but who also turned out to be severely disturbed. 
While still going with her, he went to a party with a girl whom he had known in a 
friendly way for some time, but whom he had never actually dated; and he wound 
up by having intercourse with her, which he thoroughly enjoyed. The girl, however, 
moved to another town shortly thereafter, and he did not see her again. 





342 ALBERT ELLIS 


While Caleb was seeing these girls, the therapist went over with him in detail 
his behavior with and his reactions to them. He was given specific information and 
instruction in regard to how to make dates; what to expect from the girls; how to 
understand them and their problems; how to avoid being discouraged when he was 
rebuffed; what kinds of sexual overtures to make and when to make them, etc. His 
mistakes and blunders were gone over in an objective, constructive manner; and he 
was shown how, instead of blaming himself for these mistakes, he could put them to 
good self-teaching uses. 

After he had seen the therapist seven times, on a once a week basis, Caleb met a 
girl whom he thought was most desirable, and was at first sure that he would not be 
able to get anywhere with her. The therapist consistently encouraged him to keep 
seeing her, even when things looked rather black in their relationship, and insisted 
that he not give up too easily. Largely because of the therapist’s encouragement, 
Caleb did persist, and soon began to make headway with this girl. He not only 
managed to win her emotional! allegiance; but in spite of the fact that she had a 
history of sexual indifference, he gradually awakened her desires and, through heavy 
petting, was able to give her, much to her surprise, tremendous orgasmic release. She 
was the one who finally insisted that they have intercourse: and this, too, proved to 
be supremely enjoyable for her and Caleb. The thing that most impressed Caleb, 
however, was not his sexual prowess with the girl but his ability to win her emotional 
responsiveness against initial great odds, after he had first convinced himself that he 
could never succeed. His basic philosophy of his own worthlessness, or the necessity 
of his failing at anything he really wanted very badly, was rudely shaken by this 
practical lesson in the value of continuing to fight against odds. 

Although Caleb’s homosexual proclivities were barely mentioned after the first 
two sessions, and no direct attempt was made to get him to forego them, he com- 
pletely and voluntarily renounced homosexuality as soon as he began to be sexually 
and emotionally successful with females. By the time the twelfth week of therapy 
had arrived, he had changed from a hundred per cent fixed homosexual to virtually a 
hundred per cent heterosexual. All his waking and sleeping fantasies became hetero- 
sexually oriented, and he was almost never interested in homosexual outlets. 


ATTACKING THE CLIENT’S PSYCHOSOMATIC SYMPTOMS AND VOCATIONAL PROBLEMS 


Since this paper largely focusses on the treatment of homosexual symtoma- 
tology, only a short summary will be given of how this client’s non-sexual problems, 
particularly his psychosomatic and vocational symptoms, were attacked and over- 
come by the application of principles of rational psychotherapy. He was shown how 
he had originally begun to tell himself fear and hostility-creating nonsense, bringing 
on his cardiac neurosis and then, once his symptoms arose, reinforcing them with 
more illogical ideas. Thus, he kept propagandizing himself with two basic irrational 
philosophies of living: first, the idea that he must be perfectly competent, achieving, 
and successful in everything he did; and second, the idea that when he failed or 
made a mistake at any task, he should blame himself severely. These philosophies, 
of arrant perfectionism and self-blame, the therapist clearly showed Caleb, nec- 
essarily had to lead him to acquire some kind of symptoms, such as his heart pal- 
pitations, in the first place, and induce him to aggravate and perpetuate them in 
the second place. 

When Caleb, in the course of the ninth session, finally began to see that his 
having his heart palpitations were originally related to intense dislike for having to 
take over his father’s factory, instead of pursuing his own chosen career; and that 
they were enormously exaggerated by his fear that he would not be strong and 
competent enough to control them, his heart symptoms quickly began to abate and 
within a few more weeks he was entirely free of them. As he lost his hostility to bis 
parents and himself, his strong desire to be a professor of zoology came to the fore, 
and he began to prepare himself for that vocation. 
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THe CLosE or THERAPY 

Caleb unexpectedly said he thought he would discontinue therapy and try to go 
it on his own at the end of the nineteenth session; and, although the therapist thought 
this was a rather premature closing, he went along with the client’s wish, on the 
assumption that Caleb would soon get into difficulty and return for further therapy 
later. As it happens, however, almost three years have now passed and Caleb has 
not returned. He has written two long letters, and it appears that he has married the 
fourth gir] he dated and is getting along nicely in this marriage. He is teaching zool- 
ology in a midwestern university and is getting along well, if not perfectly, in most 
respects. He is completely disinterested in homosexual relations at present and is 
free from the psychosomatic heart symptoms with which he came to therapy. 

One of the most interesting aspects of this case is that some basic issues in 
Caleb’s life were virtually never discussed during the entire therapeutic procedure— 
partly because the therapist thought that some of them would be analyzed in more 
detail later, and partly because he thought that some of the issues were largely 
irrelevant to Caleb’s basic problems. Thus, the therapist felt that Caleb’s homo- 
sexual pattern of behavior was, at least in part, caused by his over-attachment to his 
mother, and by his unconsciously feeling incest guilt. In the entire course of therapy, 
however, relatively little reference was made to Caleh’s relations with his mother, 
and no detailed analysis of this relationship was effected. Nonetheless, Caleb’s de- 
viated pattern of homosexuality completely changed in the course of therapy— 
largely, in all probability, because the main cause of this homosexuality was not his 
Oedipal attachment to his mother but his severe feelings of inadequacy and fear of 
rejection—which were thoroughly analyzed and attacked in the course of therapy. 

By the same token, although Caleb’s hostility to his father, and his probable 
jealousy of the father’s hold over his mother, was never, largely because of lack of 
time, thoroughly interpreted to him, he wound up by being, on the one hand, much 
less hostile toward and, on the other hand, more able to break with his father. This 
was because his basic philosophies of blaming both himself and others were steadily 
and powerfully attacked in the course of therapy; and, once these philosophies 
started to change, he had no need of being jealous of and hostile toward his father. 


SUMMARY 

In this case of a thirty-five year old male who entered therapy because he was 
severely troubled by a fixed pattern of homosexuality, a swift frontal attack was 
made by the therapist on the basic assumptions or philosophies illogically underlying 
the client’s symptoms. In the course of this attack the client was shown, by the 
therapist’s rigorously unmasking and then inducing the client himself to contradict 
and act against his irrational beliefs, that his homosexual pattern of behavior and 
his other neurotic symptoms were not hopelessly ingrained and that he himself could 
control his own destiny by changing his assumptions. Specifically, the client was 
helped to see that it was not overly-important if others did not love or approve him; 
that failing at a task was not a crime; and that perfect achievement is a silly goal 
for a human being to strive for. As he began to change the fundamental irrational 
beliefs that motivated his homosexual and neurotic behavior, the client’s symptoms 
almost automatically began to disappear and he was able to change from a fixed, 
exclusive homosexual to a virtually hundred per cent heterosexually oriented in- 
dividual. 
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INITIAL COMPLAINTS AS PREDICTORS OF CONTINUATION 
IN PSYCHOTHERAPY 
E. WESLEY HILER! 


Agnews (Calif.) State Hospital 


This study concerns the relationship between continuation in psychotherapy 
and certain psychological test and interview variables so as to provide data permitting 
a more accurate identification of patients who are not likely to remain in treatment 
if it is offered to them. Previously reported? are the differences in Rorschach per- 
formance between patients who remained in treatment and patients who terminated 
prematurely. The present article reports on differences between these criterion 
groups in initial complaints. 


METHOD 
The present study was carried out in the Veterans Administration Mental 
Hygiene Clinic at Detroit, Michigan, which is psychoanalytically oriented and 
favors long-term methods of treatment. Therefore premature termination of therapy 
on the part of patients is considered to be a significant problem. A more detailed 
description of the clinical procedures, patients, and therapists is given elsewhere “: 5: ®), 


The same sample of patients used in the Rorschach study was used in the present 
study. Extreme groups with respect to duration of therapy were selected. Patients 
who terminated within five sessions without the recommendation of the therapist or 
extenuating circumstances were considered to have terminated prematurely; and 
those who remained twenty sessions or more met our criterion for remaining in 
treatment. No feebleminded patients or patients suffering from organic brain injury 
were included in the sample. The criterion groups were matched in respect to thera- 
pists; 7.e., we used the same number of remainers as terminators for each therapist. 
No other basis of selection was used. Altogether 216 patients were found who met 
the above criteria, 108 remainers and 108 terminators. 

The initial interview records of these patients were then obtained from the 
files and the complaints of the patients were collected and tabulated. The remainers 
and the terminators were then compared in regard to the frequency of occurrence of 
each complaint. Chi square tests were then computed to determine the significance 
level of the differences between the criterion groups. 


RESULTS 

The patients who subsequently remained in treatment more frequently com- 
plained of being troubled by: obsessions (p = .01), phobias (p = .05), depression 
(p = .05), poor concentration (p = .02), and anxiety (p = .05). The terminators 
reported more often getting into trouble because of assaultiveness and other forms of 
“acting out’’ (p = .05), and also were troubled more by such symptoms as ideas of 
reference, irrational suspicions, and other paranoid and schizoid ideation (p = .05). 
Both groups complained equally often of bodily symptoms such as headaches, 
fatigue, and dizziness. However the patients who terminated were more apt to com- 
plain only of somatic symptoms; the remainers on the other hand tended to complain 
of either purely psychological symptoms or a combination of psychological and 
somatic symptoms (p = .01). 


SUMMARY 
Patients who remained in treatment were compared with patients who termin- 
ated prematurely in regard to initial complaints. Patients who subsequently re- 


'1This report is based on a dissertation submitted to the Department of Psychology at the Uni- 
versity of Michigan and was carried out at the Veterans Administration Mental Hygiene Clinic in 
Detroit, Michigan. 
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mained in treatment complained more often of obsessions, phobias, depression, poor 
concentration and anxiety. Patients who terminated prematurely complained more 
often of purely organic symptoms, getting in trouble, and paranoid and schizoid 
feelings. It is suggested that more attention be paid to motivating the patient to 
go into treatment before such treatment is offered and that alternative methods be 
used to deal with types of patients who probably could not be induced to accept the 
traditional forms of psychotherapy“: ?: * ”, 
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SOCIAL STATUS AND CLINIC CONTACT 
JACOB TUCKMAN AND MARTHA LAVELL 
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INTRODUCTION 

A number of studies have shown that a sizeable proportion of patients, both 
children and adults, terminate contact with out-patient psychiatric clinics before 
service is completed “: 2 3. 6 7, % 13,17). These findings indicate the need for more in- 
tensive efforts to identify such patients, in order that clinics may be utilized more 
effectively. 

For adult clinics, there is some evidence that social class is related to termina- 
tion of treatment. Imber et al), using Warner’s Index of Status Characteristics, 
found that middle class adult patients stayed in treatment longer than lower class 
patients. Similar findings were reported by Winder and Hersko“®?, and by Myers 
and Schaffer “®, using Hollingshead’s Index of Social] Position. However, in the 
latter study, lower class patients were more likely to have been assigned for therapy 
to residents and students. In these three studies, the criterion for remaining in 
treatment was the number of interviews with different cut-off points. Rubenstein 
and Lorr“?), comparing patients from the extremes of the distribution, 7.e., those 
who remained in treatment at least six months and those who discontinued treatment 
in five or fewer interviews, found that the remainers had more education and a higher 
socio-economic level (based on occupation) than those who terminated treatment 
early. 

For children’s clinics, the evidence on the relation of social class to clinic at- 
tendance is equivocal. Data from Apte, reported by Maas‘, showed that children 
from higher occupational categories maintained clinic contact longer than children 
from lower occupational groups. Maas himself, using social class (lower, lower- 
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middle, middle-middle, and upper-middle), reported a reverse relationship. How- 
ever, his conclusion was based on comparison of the extremes of the distribution and 
did not take into account the marked similarity between the middle-middle and the 
lower classes. When the authors dichotomized Maas’ sample, no relation was found 
between social class and number of interviews. 

Since for children the evidence is inconsistent, the purpose of the present study 
is to investigate the relationship between social status, based on the occupation of 
the father, and clinic attendance. The study will differ from those mentioned above 
in two ways: (a) The criterion for maintaining clinic contact will be based not on the 
number of interviews, but on whether the patient continues clinic attendance until 
service is completed (in the judgment of the clinic). (b) Clinic attendance will be 
considered at each phase of the clinic process, 7.e., intake, diagnostic evaluation, and 
treatment, rather than at the treatment phase only. 


METHOD 

As part of a broader study of the characteristics of children served by 11 of 12 
psychiatric out-patient clinics in Philadelphia over a one-year period“), data on 
father’s occupation were available for 780 whites and 126 nonwhites. These cases 
constituted 68% and 37% of the white and nonwhite children, respectively. Be- 
cause of the high proportion of occupation-not-stated cases among the nonwhites, 
the present study will be limited to white children. 

To estimate whether the 780 cases were a representative sample of the total 
white clinic population, two comparisons were made. The first was a comparison 
between the stated-occupation cases and the not-stated with respect to certain var- 
iables. This showed no significant differences between the two groups in regard to 
age, sex, and attendance at each phase of the clinic process. However, there were 
differences with respect to source of referral; a smaller proportion of the not-stated 
cases had been referred to the clinic by private physicians and a greater proportion 
by hospitals and clinics, suggesting a somewhat lower socio-economic status for the 
not-stated cases. The second comparison involved splitting the sample into two 
groups; 190 from one clinic where occupation of the father was given in 95% of the 
cases, and 590 from the remaining clinics. This comparison showed no difference 
between the two groups in the pattern of relationship between occupational level 
and the four variables mentioned above. The findings based on the two comparisons 
suggest that the sample was not unduly biased. 

The father’s occupation was classified according to the Dictionary of Occupa- 
tional Titles, and then broadly grouped into four categories: (a) professional, semi- 
professional, and managerial; (b) clerical and sales; (c) skilled labor; (d) semi- 
skilled and unskilled labor, personal service, and agriculture. Such broad occupa- 
tional groupings were necessary to make statistical analysis feasible since the num- 
ber of cases diminishes as patients move through the clinic process. 

Data regarding clinic contact were analyzed separately for each phase of the 
clinic process (intake, diagnostic evaluation, and treatment): whether the case was 
terminated by the patient, terminated by the clinic, or continued into the next phase. 
Operationally, a case was considered terminated by the patient when the case record 
indicated that the patient did not return to the clinic after having broken appoint- 
ments or when the patient or his parent notified the clinic that he no longer wished 
to continue contact. In a very small number of these cases termination occurred 
because the patient had moved from the city, had been admitted to an institution, or 
had died. A case was considered terminated by the clinic when the patient was dis- 
charged for a variety of reasons: improvement, referral to other resources in the 
community, ineligibility for service, inability of the clinic to provide long-term 
psychotherapy, or inability of the patient to benefit from continued treatment. 
When it was not possible to determine from the case record whether the patient or 
the clinic was responsible for termination of contact, the case was designated as not- 
stated. 
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RESULTS AND DIscussION 
Table 1 presents data regarding clinic contact at each phase of the clinic process, 
for each of the four occupational categories. No statistically significant relationship 
was found between occupational category and maintenance of clinic contact at the 
intake, diagnostic evaluation, or treatment phases. 


TaBLE 1. OccupaTionaL Group AND Criinic Contact, BY PHAsE oF CLINIC PRocEss, 
IN PERCENTAGES 


Semi-skilled, 
Professional, Unskilled, 
Semi-professional, Clerical, Service, 
Clinic Contact Managerial Sales Skilled Agriculture 
INTAKE PHASE N = 28 N = 155 N = 175 N = 162 
Patient-terminated 3 29 31 + 34 
Clinic-terminated : 2 3 4 
Continued to next phase }4 69 59 
Not stated or in process 0 : 8 


DraGenostic EvALUATION 
PHASE 
Patient-terminated 
Clinic-terminated 
Continued to next phase 
Not stated or in process 


TREATMENT PHASE 
Patient-terminated 
Clinic-terminated 
In process** 

Not stated 





*Less than 0.5% 
**Still in treatment or awaiting treatment 

Norte: At the intake phase, X? = 2.79, df = 6, P > .80; at the diagnostic evaluation phase, X? = 
6.04, df = 6, P > .30; at the treatment phase, X? 11.69, df = 9, P > .20. For the first two 
phases, the analysis omits the not-stated and in-process cases. 


Hollingshead and Redlich have demonstrated that the higher the social class 
the greater the understanding of the nature and purpose of psychiatric treatment “). 
Such a relationship, implicit in the studies on social class and termination of treat- 
ment in adult clinics, may also be presumed to exist in children’s clinics, on the basis 
of three kinds of evidence: (a) Higher occupational groups tend to be over-represent- 
ed in the clinic population“: ™ 1), (b) Higher socio-economic groups take greater 
initiative in referring their children to clinics, as demonstrated by the proportion of 
self-referrals‘*: *), This finding was also confirmed in the present study. (c) Data 
in the present study showed that parents in higher occupational categories take their 
children to the clinic at an earlier age. There were significant differences (.01 level) 
among the four occupational categories with respect to the age distribution. While 
there was little or no difference between the two higher categories or between the two 
lower categories, comparison of the professional and clerical categories combined 
and the skilled and unskilled categories combined showed the following differences: 
22% of the higher group were less than 6 years of age, compared with 12% of the 
lower, while 37% of the lower were 12 years of age and older, compared with 25% 
of the higher. The median age at which the child was taken to the clinic was 8.8 
years for the higher group and 9.8 years for the lower. 

Even if higher status groups have a better understandiug of psychiatric 
treatment, the present study shows that they are no more likely to maintain clinic 
contact than are lower status groups. It is recognized that the discrepancy between 
this finding and that of the adult studies might be due to the use of different criteria 
for termination of contact: while higher status children are as likely to terminate 
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contact before treatment is completed (in the judgment of the clinic) as lower status 
children, the former might show a greater number of interviews in treatment. How- 
ever, it should be noted that no differences in termination of contact were found 
among the several occupational groups at the diagnostic evaluation phase, where the 
procedures are more standardized than in treatment, or at the intake phase, where 
contact frequently is limited to one or two interviews. These findings suggest that 
the discrepancy between the present study and the adult studies with respect to 
treatment cannot be ascribed to criterion differences. 


SUMMARY 
The relationship between social status, based on father’s occupation, and clinic 
contact was studied in a sample of 780 white children admitted to psychiatric out- 
patient clinics. It was found that higher status patients were no more likely than 
were lower status patients to maintain contact at any phase of the clinic process: 
intake, diagnostic evaluation, and treatment. 
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AUDITORY INTERFERENCE WITH DIGIT SPAN PERFORMANCE! 
WILSON H. GUERTIN 


Veterans Administration Hospital, Knoxville, Iowa 


How important is it for the clinician to minimize auditory distractions while 
giving the Digit Span Test so as to permit maximum concentration and attention? 
Wechsler says, ‘‘Low scores on the Memory Span Test when not associated with 
organic defect can be due to anxiety or inattention’’“: ». 7), Since background 
noises could be expected to interfere with the digit span both backward and forward, 
a careful factorial design was developed to determine the differential effects of the 
nature of the background sounds. The classes were continuous vs. intermittent and 
noise vs. conversation. As a gross test of the interference of background sounds on 
the Digit Span forward, the results of all these sound conditions were compared with 
those for a control condition of no-sound given each subject. 


PROCEDURE 

The design incorporated a replication of the same conditions for the recall of 
Digits backward. Order of presenting background sound and no-sound, order of pre- 
senting the forward and backward repetitions, and the sets of digits were counter- 
balanced throughout. 

Digits and instructions were presented from a tape recorder located in the 
testing room. A tape recorder, synchronized with the first, was located in an adjoin- 
ing room and provided the background sounds. The concealed speaker for back- 
ground sounds was located outside the open windo, uf the examining room. A re- 
cording of a small gasoline-powered lawn mower provided the noise condition. Con- 
versation was a recording of an unfamiliar male and female voice discussing, almost 
arguing, about ward administrative problems. The intermittent condition was 
produced by rather sharp fade-outs with 10 sec. on and 10 sec. off alternations. The 
loudness of all sounds was equated phenomenally, and playback level was adjusted 
so that the conversation was fully comprehensible if the subject attended to it. The 
playback volume for digits was rather high and there was no difficulty in hearing 
them above the background sounds. 

Forty-eight psychiatric patients at the Admission building were selected for 
cooperativeness and absence of obvious hearing loss. Single series of digits from 
Wechsler Bellevue I were administered in ascending order of difficulty. Each subject 
went through a forward set and a backward set with background sound and once 
through both without sound. 


RESULTS AND CONCLUSIONS 

Testing the hypothesis that the total number of correct digit series forward 
would be greater under silence than under sound for each of the subjects, the fre- 
quencies of occurrence were: Silence greater, 16; Silence-Sound equal, 16; and Sound 
greater, 16. For the number of correct digit series backward they were: Silence great- 
er, 19; Equal, 14; Sound greater, 15. In view of these negative findings the most 
favorable test of the hypothesis was made wherein intermittent conversation (pre- 
sumably most distracting) was compared with silence. The distribution of fre- 
quencies for forward digits was 4-4-4, while the distribution for backward repetition 
was 4-3-5. All these frequencies avoid the effect of intersubject variance since each 
subject served as his own control. 

The negative results suggest that background sounds during the Digit Span 
Test are considerably less distracting for psychiatric admissions than clinicians 
ordinarily suppose. 

{EFER@NCES 
1. Wecuster, D. The measurement and appraisal of adult intelligence. Baltimore: Williams & 
Wilkins, 1958. 
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ACTUARIAL DATA IN CLINICAL PSYCHOLOGY 


The practice of clinical psychology is seriously impeded by the absence of valid 
actuarial data concerning the incidence and ranges of all types of normal and ab- 
norma! behavior in all segments of the population. Although the collection of norma- 
tive data has started with reference to results from specific tests, and also in limited 
areas such as the Kinsey studies of sexuality, we are largely without actuarial in- 
formation concerning the incidence of many clinically significant behaviors. 

This shortcoming exists not only in clinical psychology but also in clinical 
medicine (and clinical science in general) where much is known about some of the 
graver diseases while little is known about many common conditions such as canker 
sores, fleeting pains and aches, etc. For example, there are a large number of ‘“‘wear 
and tear’’ syndromes reflecting the normal deterioration of the organism through 
living, and associated with a wide variety of symptoms disturbing to the patient but 
not indicative of disease. Recent interest in geriatrics has stimulated the collection 
of more data concerning the aged but there are still large gaps in our knowledge of 
the whole process of aging in relation to the stresses applied to any person. 

More detailed sttwattonal data are needed to clarify what happens when specific 
types of people get into specific types of situations. Much attention has been given 
to the measurement of 1Q but there are few longitudinal studies of what actually 
happens to a person of a given IQ as the implications of his intelligence level become 
manifested in different life patterns. We need to know exactly how a person with a 
given IQ tends to act out throughout life, with special attention being given to 
problems of work patterns, marriage and family life, social adjustment, TV watching 
habits, spending habits, etc. 

Each community needs to know the actuarial incidence of such behaviors as 
lying, cheating, stealing, destructiveness, sex deviations, etc., in the young in order to 
be able to formulate some realistic community attitudes concerning their handling. 
The older generation tends to be shocked when they are informed that any com- 
munity can expect a certain incidence of property destruction, car stealing, rape, etc., 
per thousand of population, should not be disturbed when such cases actually de- 
velop, and should be prepared to handle them therapeutically. The clinical psycholo- 
gist can do much to interpret the situation to the general public, and to stimulate the 
development of realistic attitudes and programs for control. 

Similarly, it is difficult for the clinical psychologist to do diagnosis and therapy 
validly unless his interpretations reflect actuarial realities. Where clinical opinions 
are supposed to have some valid practical applications, it is essential that the clini- 
cian himself should have sufficient actuarial information so that his interpretations 
bear some relation to reality. Young clinicians frequently fail to be effective because 
their limited fund of experience is insufficient to provide the accumulation of actuar- 
ial data necessary to proceed validly. Unfortunately, due to the current early stage 
of evolution of psychological knowledge, individual clinicians are forced to collect 
their own actuarial impressions based on whatever experience they may have had. 

The collection of actuarial data is beyond the scope of individual clinicians or 
even of local teams. It will require the organization of an integrated national pro- 
gram under some official agency to organize a central clearing house for the planned 
collection of pertinent data systematically covering all important areas. Some data 
concerning such gross facts as educational levels, marriage and divorce statistics, 
employment, etc., are already available but need more systematic collation. We need 
to know a lot more about specific psychological conditions such as the age incidence 
of anxiety reactions, etc. 
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Fortunately, a mechanism already exists for the large scale collection of data in 
the various public opinion sampling agencies. Perhaps the Gallup poll could system- 
atically introduce questions concerning psychological issues under the sponsorship 
of the APA or some comparable agency. Probably there should be organized special- 
ized teams following the Kinsey pattern to investigate money spending habits, atti- 
tudes towards work, the influence of TV programs on juvenile delinquency or crime, 
and other important issues in order obtain valid data on what we are confronted with. 


7. 
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This important book summarizes the author’s life-long 
experience in dealing with practical social problems relating to 
the control of mental defectives. Dr. Wallin bases his authorita- 
tive opinions upon an intensive review of the literature in this 
field and his conclusions reflect the latest scientific information. 
This book differs from other works on mental deficiency in that 
it deals with many practical issues for which society urgently 
demands some answers. It should be read by all psychiatrists, 
psychologists, social workers, educators, parents and other 
workers in the field. 
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